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Symptoms of mental health disorders frequently appear for the first time in secondary school-
aged students.  However, students' display of mental health symptoms in schools goes 
unidentified during a time when intervention is most critical. Factors associated with the delayed 
identification of a student with mental health needs include teacher perception of their role, 
teacher knowledge of mental health, policies on mental health services in schools, mental health 
stigmas, and parent-teacher communication barriers. Previous research demonstrates that 
teachers do not frequently have the training necessary to identify or work with students 
displaying mental health needs. The purpose of this study is to facilitate the development of 
teacher knowledge and attitudes towards mental health needs using an intervention focused on 
enhancing teacher's mental health literacy. Implementation of an embedded sequential design 
occurred using a one-group pre-post-test structure to collect data using a mental health 
knowledge survey, Devaluation of Consumer Scales Survey, and Overall Satisfactions Survey. 
Participants (N= 12) consist of secondary school teachers engaging in a professional 
development program designed to increase teacher knowledge of mental health and improve 
attitudes associated with mental health disorders. Findings from the study indicate that 
participants in the self-paced online TEACH Mental Health Literacy Curriculum demonstrate a 
significant improvement in their understanding and views towards mental health (t = 2.38, p 
<.03; t = 2.22, p <.04). 
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This mixed-method study focuses on supporting teachers’ recognition and understanding 
of adolescents experiencing early symptoms of mental health disorders. This researcher 
implemented a professional development training designed to increase teachers’ mental health 
literacy based on evidence supporting how professional development that applies active learning 
tasks designed to increase educators' knowledge of mental health disorders can improve attitudes 
towards individuals with mental health needs and improve educators' self-efficacy to apply new 
instructional practices (Desimone, Smith, & Guskey, 2002; Garet et al., 2008). The training 
provided the information necessary to increase teachers' ability to implement new knowledge 
and instructional practices related to mental health needs in the education setting and was 
assessed through the examination of an increase in knowledge and feedback pertaining to their 
overall satisfaction with the training. 
Problem of Practice 
Approximately one in five American youths, aged 13–18 (21.4%), experience a severe 
mental disorder (National Alliance on Mental Illness, 2016). A mental health disorder is "a 
mental, behavioral, or emotional disorder resulting in serious functional impairment, which 
substantially interferes with or limits one or more major life activities" (National Institutes of 
Health, 2016, p. 1). With symptoms of mental health disorders frequently appearing for the first 
time in secondary school-aged students, supports focused on identifying early signs of mental 
health before their academic progress becomes considerably impacted are critically needed for 
adolescent populations (Kessler et al., 2005). Factors associated with the delayed identification 
of a student with mental health needs include mental health stigmas, policies on mental health 




and teacher perception of their role. Despite the display of mental health symptoms by students 
in schools, most students go unidentified when intervention is most critical (Kessler et al., 2005).  
Factors Affecting Identification of Adolescent Mental Health Needs 
Teacher Knowledge of Mental Health 
 Current teacher knowledge of mental health impairs teachers’ ability to accurately and 
comfortably identify and support students displaying mental health symptoms. Kutcher, Wei, and 
Morgan (2015) discuss their research demonstrating the gap in teacher ability to intervene when 
students' mental health needs impact student attendance and academic performance. Stigma is a 
primary driver contributing to the lack of recognition of students' mental health needs. 
Unfortunately, inconsistencies currently exist in how secondary schools address stigma and 
views associated with adolescent mental health. Students displaying early signs of mood 
disorders and levels of anxiety often experience internalizing symptoms that are not easily 
identifiable to individuals unfamiliar with specific mental health disorders (Cross & Hickie, 
2017; Eyre & Thapar, 2014). Often mental health disorders are commonly connected with 
cognitive impairments that contribute to academic decline. With many teachers not having the 
training or experience to connect the two, students are often educationally misplaced into classes 
and school programs that do not appropriately meet their needs (Farrell & Barrett, 2007; Moon, 
Williford, & Mendenhall, 2017; Papandrea & Winefield, 2011). Given the concerns associated 
with stigma and teacher identification of student mental health needs, there is a current need to 
improve instructional practices to support student learning outcomes. As a result of increased 
teacher knowledge of student mental health needs, a rise in student academic achievement, 





Teacher Attitudes Towards Mental Health 
Personal biases are attributable to many factors and experiences in an individual's life that 
shapes their attitude (Almager, 2018). Public and cultural stigma add to personal bias and 
contribute to individuals' views and understanding, including how teachers view mental health 
development. This personal bias can then lead to how teachers misunderstand and inaccurately 
react to a student experiencing a mental health crisis (Gabbidon et al., 2013; Frauenholtz, 
Williford, & Mendenhall, 2015). Additionally, teachers' attitudes towards student needs often 
come from school culture and the expectations put forth by school administration and the district 
they serve (Frauenholtz, Mendenhall, & Moon, 2017). If administrators value academics over 
students' social-emotional needs, that will often trickle down to how the teacher prioritizes 
student needs (Mahlios, 2002). Individual attitudes, bias, and beliefs towards mental health are 
additional variables contributing to teachers' difficulty recognizing students' mental health needs. 
When a student’s needs conflict with how teachers prefer to approach student learning, it often 
leaves teachers frustrated and students without appropriate supports (Mahlios, 2002). 
Teacher Professional Development  
Preparation and professional development programs can often be a contributing variable 
towards teacher understanding of a specific topic. Most teacher preparation programs do not 
incorporate student mental health needs into their areas of study (Frauenholtz et al., 2015). 
Additionally, there are limited programs available that provide teachers with professional 
development on mental health topics. Moreover, the available training programs are not always 
conducted to garners teacher buy-in (Van Veen, Zwart, & Meirink, 2012). Effective training 
allows teachers opportunities to understand the social-emotional learning needs of their students 




(Jensen, Sonnemann, Roberts-Hull, & Hunter, 2016). By providing teachers with the information 
and skills necessary to identify and support students with mental health needs, there is a potential 
for teachers to gain a greater sense of self-efficacy that allows for further engagement in 
understanding student mental health needs (Froese-Germain & Riel, 2012). The increase in 
teacher awareness and knowledge may increase earlier identification of students displaying 
mental health needs. 
With symptoms of mental health disorders frequently appearing for the first time in 
secondary school-aged students, supports focused on identifying early signs of mental health 
before their academic progress becomes considerably impacted are critically needed for 
adolescent populations (Kessler et al., 2005). Professional development opportunities are a 
leading strategy to provide teachers with current information supporting student performance in 
the classroom (Momanyi, 2012). 
Theoretical Framework 
The theoretical framework guiding the TEACH Mental Health Literacy Curriculum 
intervention is Mezirow's (1978) transformation theory. Transformative learning examines how 
adult views form from the narrow collection of experiences they have had in their lives. 
Mezirow's (1991) transformation learning theory identifies ten phases that contribute to 
transformative learning that may or may not all need to be undergone by the learner to 
experience transformation. The phases identified by Mezirow include: (a) a disorienting 
dilemma; (b) self-examination of assumptions; (c) critical reflection on assumptions; (d) 
recognition of dissatisfaction; (e) exploration of alternatives; (f) plan for action; (g) acquisition 
of new knowledge; (h) experimentation with roles; (i) competence building; and (j) reintegration 




examination of transformative learning will include the use of Nerstrom's (2014) Transformative 
Learning Model (see Figure 3.1). Inspiration for Nerstrom's Transformative Learning Model 
comes from Mezirow's (1978) phases of transformative learning and simplifies Mezirow's ten-
phase theory into four parts. Nerstrom's (2014) Transformative Learning Model presents 
transformative learning as occurring in a sequential order where the learner experiences each 
model phase. The four phases included in Nerstrom's (2014) model are: (a) having experiences; 
(b) making assumptions; (c) challenging perspectives; (d) experiencing transformative learning. 
Nerstrom's (2014) Transformative Learning Model builds on Mezirow's (1978) transformation 
learning theory and provides a simplified framework to examine participants' transformative 
learning in the TEACH Mental Health Literacy Curriculum.  
The limitations of adult views often lead to personal truths that are not always accurate 
(Nerstrom, 2014). However, when adults receive opportunities to expand their understanding of 
a topic, question standing beliefs, and gain new outlooks that expand their previous views, 
transformative learning has occurred (Nerstrom, 2014).  Occurrences that inform transformative 
learning can take place suddenly through the experience of a significant life event or can occur 
through a series of ordinary events, such as professional development, which conclude with a 
change in personal views (Mezirow, 1991). Transformation theory is a common framework used 
to examine how professional development can shape educators into becoming authentic, 
individuated, and critically reflective practitioners (Cranton & King, 2003).  
A Needs Assessment Investigation 
As the result of a change in pedagogical practices to meet the increasing need of students 
displaying signs of duress in the education setting, the anticipation for teachers to take on a role 




& Sander, 2013). The increase in mental health disorders affecting adolescents has created an 
environment where schools have become a viable source to recognize and provide students 
access to mental health services (Weist & Paternite, 2006). However, symptoms of mental health 
disorders appearing for the first time in secondary school-aged students (12-18 years old) within 
the school setting go unidentified when intervention is most critical to their long-term mental 
health success (Kessler et al., 2005). Survey responses collected during a needs assessment 
conducted with teachers (n=22) indicated that teachers desire additional information and training 
related to working with students with mental health disorders and that teachers are aware of their 
gaps in knowledge in how to best recognize and support student mental health needs (Eccleston, 
2019). 
Professional Development Intervention 
Information from the intervention literature review demonstrates the following guidelines 
presented by Borko (2004) and Rakes, Bush, Ronau, Mohr-Schroeder, and Saderholm (2017) 
supporting the development of professional development (PD) program that will implicitly 
enhance teacher professional practice: (1) focusing the PD on developing teachers' knowledge of 
mental health; (2) providing teachers with opportunities to engage in active learning techniques; 
(3) making connections to teachers' specific professional role; and (4) provide PD that is more 
than three full professional days in length, well-organized and structured to offer optimal means 
to implicit change in teacher knowledge of, and attitude towards, mental health needs. The need 
to provide teachers with professional knowledge to improve students at risk for mental health 
needs and teacher's mental health is a growing concern in the education setting (Kidger et al., 
2016). Providing teachers with the knowledge required to identify and support students 




students' academic results, and increase teacher mental health well-being and job satisfaction 
(Kidger et al., 2016).   
The intervention was designed to target teachers' current understanding of mental health 
and their attitudes towards individuals with mental health needs. The TEACH Mental Health 
Literacy program provides professional development training that applies active learning 
activities designed to increase educators’ knowledge of mental health disorders, improve 
attitudes towards individuals with mental health needs, and improve their self-efficacy beliefs 
that impact their confidence in incorporating new instructional practices (Desimone et al., 2002; 
Garet et al., 2008). Interventions that support screening procedures have shown to improve 
teacher knowledge of mental health symptoms (Von Der Embse, Kilgus, Eklund, Ake, & Levi-
Neilsen, 2018). Therefore, the intervention aimed to provide teachers with necessary information 
related to student mental health needs through professional development that outlines behaviors 
associated with adolescent mental health disorders and the steps necessary to provide identified 
students' support (Koller & Bertel, 2006). The intervention accounts for Borko's (2004) elements 
that contribute to successful professional development programming by considering teacher 
participants' engagement, using an already established intervention program and the intended 
way the virtual environment positively impacts participants by allowing flexibility.  
Research Purpose and Objective 
The needs assessment findings, in combination with the literature review, supports the 
need to provide teachers with knowledge related to adolescent mental health disorders and 
suggests the need to provide educators with mental health literacy training focused on increasing 
their knowledge of the topic and increasing their attitudes towards adolescent with mental health 




development of teacher knowledge and attitudes towards mental health needs using an 
intervention focused on enhancing teachers’ mental health literacy, employing the TEACH 
Mental Health Literacy Curriculum (Kutcher, Wei, McLuckie, & Bullock, 2013). The principal 
objective of The TEACH Mental Health Literacy Curriculum is for participants to shift their 
views of mental health through transformational learning that asks participants to reflect on how 
they create meaning out of the psychological and sociocultural factors they frequently 
experience. This researcher hypothesizes that teachers will develop greater knowledge and 
increase positive attitudes towards student mental health needs within the secondary school 
setting. However, because the outcomes related to student identification are distal, the current 
research study focused on teacher participant outcomes.  
This research involved three process and two outcome research questions, as follows:  
Process Research Questions:  
RQ1: How do participants rate their level of overall engagement in the TEACH online 
professional development training? 
RQ2: How many participants in a self-paced online professional development training 
completed the training in its entirety?  
Outcome Research Questions: 
RQ3: How does teachers' knowledge of mental health needs change after participation in 
the TEACH Mental Health Literacy Curriculum Guide program?  
RQ4: How do teachers' attitudes towards mental health needs change after participation 





This study used an embedded sequential design (Creswell & Plano Clark, 2011). Using a 
one-group, pre-post-test design, this researcher used a series of surveys to assess the intervention, 
identify participant responsiveness, and assess the application of treatment. 
Intervention 
 The intervention targets teachers' current understanding of mental health and their 
attitudes towards individuals with mental health needs. Using a model established by Kutcher, 
Wei, McLuckie, and Bullock (2013), implementation of the TEACH Mental Health Literacy 
Curriculum consists of one introductory module and six self-paced professional development 
sessions. Determinations made during the intervention planning phase list the completion time of 
the TEACH Mental Health Literacy Curriculum to be approximately eight and one-half hours 
over a seven-week timespan. Time determinations were made by this researcher, with 
consideration given to participants' daily professional and personal obligations and the amount of 
information and activities included in each module. Overall participation included secondary 
teachers (N= 12) that engaged in a fully virtual professional development on adolescent mental 
health. The intervention consists of four primary components: (a) pre-test of mental health 
knowledge and attitude survey; (b) participation in the one introductory module and the six 
online curriculum modules; (c) post-test of mental health knowledge and attitude survey; and (d) 
overall satisfaction survey. 
Data and Data Analysis 
Measures consist of a 30-item confidential questionnaire designed to measure knowledge 
of mental health and mental disorders (Kutcher & Wei, 2014); the Devaluation of Consumer 




measure teacher satisfaction of their participation in a professional development training 
program; and a five-question demographic survey. 
Findings 
The quantitative and qualitative findings for the process evaluation question indicated an 
excellent internal consistency of measures (α = .97) and that 68% of participants found the 
TEACH Mental Health Literacy Curriculum to be engaging. Findings related to the outcome 
research questions showed that participation in the TEACH Mental Health Literacy Curriculum 
resulted in increased participants' mental health knowledge and improved attitudes towards 
mental health. Treatment effect sizes were smaller than expected. A power analysis indicated 
that the study required a total sample size of n = 74 to achieve 80% power. However, only a total 
of 12 participants provided sufficient data adequate for analysis. Overall, this study's quantitative 
data showed that the TEACH Mental Health Literacy Curriculum could positively increase 
teacher knowledge and attitudes towards mental health. The qualitative findings indicate a high 
level of participant engagement in training. 
This small, mixed-methods study provided an opportunity to create an intervention that 
could reach a large audience and provide critical information about mental health disorders.  
While the small sample size does not allow for a comprehensive evaluation of the study's effect 
on broadening participant knowledge of mental health and improving mental health attitudes. 
The study provides sufficient preliminary data to suggest that participation in the TEACH 
Mental Health Literacy Curriculum will increase mental health knowledge and improve 






Overview and Factors Related to the Problem of Practice 
The increase in mental health disorders affecting adolescents has created an environment 
in which schools have become a viable source to recognize and provide students access to mental 
health services (Weist & Paternite, 2006). However, symptoms of mental health disorders 
appearing for the first time in secondary school-aged students (12-18 years old) within the school 
setting go unidentified at a time when intervention is most critical to their long-term mental 
health success (Kessler et al., 2005). One in five school-aged adolescents currently experiences a 
mental health illness: anxiety and depression are the two most prevalent disorders (Offner, 
2018). The most common way for students with mental health needs to obtain additional 
supports and services is through Section 504 of the Rehabilitation Act of 1973 (Pub. L. No. 93-
112, 87 Stat. 394) or an Individual Education Plan (IEP) (Offtner, 2018). However, 80% of 
students in need of mental health services will not receive support (Anderson, & Cardoza, 2016). 
The decline in intellectual impairment is a slow decrease that does not go addressed by teachers 
and school personnel until a student has become detrimentally impacted by their mental illness, 
and only then through special education services does a student receive support (George, Zaheer, 
Kern, & Evans, 2018). Private, separate day school placement is a support used by public 
settings for students with mental health needs and is a determination made by a student's school 
district to remain in compliance with the Free and Appropriate Public Education Act of 1975 
(P.L. 94-142). The Free and Appropriate Public Education Act (FAPE) is an educational 
entitlement all students in the United States have, which is guaranteed by the Rehabilitation Act 
of 1973 (Pub. L. No. 93-112) and the Individuals with Disabilities Education Act (P.L. 94-142; 




implemented for students with mental health needs once they become eligible for special 
education services and after all the least restrictive environments have been exhausted (Carson, 
2015). School systems may avoid tuition costs for private placements and the removal of 
students from a comprehensive setting with supports focused on early intervention for students 
displaying mental health needs.  
Without a clear understanding of what student mental health is or looks like, stigmas 
associated with mental health symptoms often become a teacher's basis for fact (Frauenholtz et 
al., 2017). Gabbidon et al. (2013) explain mental health stigma as an overarching term, 
encompassing problems of misguided knowledge associated with mental illness, negative 
attitudes towards people with mental illness, and discriminatory behavior towards individuals 
with mental illness. To effectively combat the stigma associated with mental health disorders 
Corrigan and Penn (1999) promote the use of programming that provides individuals with 
descriptive and accurate information about what mental health disorders entail.  
The U.S. Department of Education recently accepted the formal recognition for 
expanding more prevalent mental health recourses (S. 1177—114th Congress: Every Student 
Succeeds Act, 2015) with their call for schools to increase access to mental health services. With 
improved access to services available, the number of students seeking mental health care has 
grown (George, Zaheer, Kern, & Evans, 2018). Compared to school settings without access to 
mental health care, schools providing mental health resources and providers have reported 
increased student attendance and classroom participation. However, there is currently a lack of 
adequate funding to provide the level of supports required to provide impactful intervention 
(Larson, Spetz, Brindis, & Chapman, 2017). 




additional barriers for students needing access to care. Despite recognition by The President's 
New Freedom Commission on Mental Health (2003) and the U.S. Department of Education (S. 
1177—114th Congress: Every Student Succeeds Act, 2015) for attention to be placed on 
increasing awareness, intervention, and prevention of mental health needs in the school setting, 
detailed policies outlining protocols and procedures for states are not prevalent nationwide 
(George et al., 2018). Without a set structure of how schools should support mental health and 
provide direct services, many states have failed to adequately address the policies and 
commissions recommended by the President's New Freedom Commission on Mental Health 
(2003) and the U.S. Department of Education (Weist & Paternite, 2006). 
Additionally, many teachers face challenges in identifying and supporting students 
exhibiting mental health needs due to limited training focused on student identification and 
supportive measures (Frauenholtz, Williford, & Mendenhall, 2015). Soares, Estanislau, Brietzke, 
Lefèvre, and Bressan (2014) suggest that teachers have a deficiency in understanding proper 
physiological functioning of the body concerning mental health, meaning that teachers struggle 
to understand why students respond and act a certain way. This gap in understanding creates 
insecurity and complicates teachers' ability to manage everyday situations involving mental 
disorders.  
In addition to limited supports within the school setting, communication barriers are a 
contributing factor impacting student access to mental health services (Kelly, Rossen, & Cowan, 
2017; Kramer, Vuppala, Lamps, Miller, & Thrush, 2006). Parents' concern about stigmas 
associated with their child at school has created a disconnect in information sharing between the 
home and school setting, despite evidence demonstrating a higher success rate for interventions 




Kramer et al., 2006). Despite parent reports of wanting schools to be aware of their child's needs, 
outside providers cannot share important information regarding a student's emotional well-being 
if a parent does not authorize a release of information (Kramer et al., 2006). The concern around 
perception and peer acceptance have created communication barriers among schools, parents, 
and providers, but research shows that schools can help break communication barriers by 
developing open and supportive collaborations with parents (Kelly, Rossen, & Cowan, 2017; 
Kramer et al., 2006). 
Furthermore, teachers' roles and responsibilities have no definitive standard or clear 
parameters in relation to students' mental health (Frauenholtz, Mendenhall, & Moon, 2017). 
Teachers' view of their specific responsibilities often comes from individual factors and 
experiences (Phillippo & Stone, 2013). Some teachers define their role solely around their 
obligation to provide content knowledge (Phillippo & Stone 2013). At the same time, other 
teachers include supporting student mental health needs as part of their role (Andrews, McCabe, 
& Wideman-Johnston, 2014). 
Problem of Practice 
Approximately one in five American youths, aged 13–18 (21.4%), experience a severe 
mental disorder (National Alliance on Mental Illness, 2016). A mental health disorder is "a 
mental, behavioral, or emotional disorder resulting in serious functional impairment, which 
substantially interferes with or limits one or more major life activities" (National Institutes of 
Health, 2016, p. 1). With symptoms of mental health disorders frequently appearing for the first 
time in secondary school-aged students, supports focused on identifying early signs of mental 
health before their academic progress becomes considerably impacted are critically needed for 




of students with mental health needs include mental health stigmas, policies on mental health 
services in schools, teacher knowledge of mental health, parent-teacher communication barriers, 
and teacher perception of their role. Despite the display of mental health symptoms by students 
in schools, most students go unidentified when intervention is most critical (Kessler et al., 2005). 
The purpose of the literature synthesis below is to outline the manner in which policy, teacher 
role, stigma, communications, and teacher knowledge of mental health disorders impact the early 
identification of students displaying mental health needs in the school setting. 
Theoretical Framework 
Bronfenbrenner's first introduction of ecological systems theory (EST) in the 1970s, 
referred to as Phase 1, categorizes EST as four systems—the microsystem, mesosystem, 
exosystem, and macrosystem (Neal & Neal, 2013; Rosa & Tudge, 2013). The use of 
Bronfenbrenner's (1979) EST structural framework (see Figure 1.1) is vital to demonstrating the 
role mental health has on secondary student's achievement in the education setting. By applying 
EST as a networked model, research questions associated with mental health demonstrate the 
different impact ecological systems have on an individual's perception of and interaction with 
social experiences (Neal & Neal, 2013). The potential a networked model holds to emphasize the 
role one's environmental factors play on their behavior and development (Neal & Neal, 2013) is 
essential when examining the drivers associated with the problem's view of mental health needs 
within school settings. 
To best use EST in understanding the problem associated with adolescents facing mental 
health issues in the school setting, the constructs related to the problem are categorized and 
explored within the EST level that aligns with the specific constructs area of impact on a 




interactions between all of the individual's microsystems; the exosystem is the authoritative 
bodies influencing the individual's educational environment  (e.g., school administration, 
superintendent, government officials); the macrosystem as the interactions among the 
individual's mesosystems which lead to social and cultural norms directly impacting the 
individual (e.g., school policies, initiatives, stigmas); and the chronosystem as the shifts in the 
individual's social interactions over time that create new ecological systems (Neal & Neal, 2013). 
Exploring the constructs of the problem of practice will occur within the various EST levels to 
best examine the factors contributing to the gap in identifying adolescents in need of mental 
health supports in the school setting. 
Conceptual Framework 
Bronfenbrenner's (1979) ecological systems theory (EST) provides the framework 
examining the constructs (see Figure 1.2) of stigma, policy, teacher knowledge of mental health, 
parent-teacher communication, and teacher perception of their role as factors contributing to the 
failure to recognize secondary students displaying mental health symptoms in the school setting 
(Frauenholtz, Mendenhall, & Moon, 2017; Gabbidon et al., 2013; Jorm, Kitchener, Sawyer, 
Scales, & Cvetkovski, 2010; Kramer et al., 2006; Weist & Paternite, 2006). The use of 
Bronfenbrenner's (1979) EST demonstrates how the constructs integrate into the different areas 
of a student's life involving mental health needs.  
The first construct explored in the conceptual framework associated with recognizing 
secondary student mental health is stigma. As previously discussed, Gabbidon et al. (2013) 
define stigma related to mental health as an overarching term, encompassing problems of 
misguided knowledge associated with mental illness, negative attitudes towards people with 




impactful at the student's macrosystem level and encompasses concerns related to cultural 
factors, public stigmas, and self-biases. Molloy et al. (2020) discuss how culture plays a critical 
role in how stigma manifests among varying demographics. Along with personal bias stemming 
from sociocultural factors, mental health stigma is often discriminatory and detrimental to those 
in need of support and intervention (Carr, Bhagwat, Miller, & Ponce, 2014). The factors 
contributing to stigma as a construct provide insight into the types of barriers in the education 
setting related to mental health needs.  
Policy related to how mental health is being supported in the education setting is the 
second construct of interest within the conceptual framework. Policies focused on providing 
students access to mental health resources in the education setting both at the federal and state-
level impact a student with mental health needs within their exosystem. Contradicting federal 
and state policies directed at supporting adolescent mental health needs has created a disconnect 
in actionable school policies, leaving a gap in procedures designed to help students with mental 
health needs. Guerra, Rajan, and Roberts (2019) point out that state-level policies meant to guide 
and inform school policies regarding mental health are often indistinct, leaving schools with 
uncertainties towards implementing mental health practices to support their student populations. 
Teacher knowledge of mental health needs is the third construct within the conceptual 
framework, impacting students with mental health needs within their exosystem. Absent mental 
health training and teacher preparation programs that do not include information associated with 
adolescent mental health needs contribute to a gap in teacher knowledge of mental health in the 
education setting. A review by Anderson et al. (2018) examining current outcomes and trends of 
mental health training programs found that no definitive studies demonstrate mental health 




mental health training programs at the secondary level to increase teacher knowledge and skill of 
adolescent mental health needs.  
 A student with mental health needs mesosystem holds the fourth and fifth constructs 
making up the conceptual framework. Parent-teacher communications directly impacted by 
parent discourse, teacher receptivity, and teacher availability address the gaps in parent-teacher 
communications that directly support students with mental health needs. The perspective of 
outside providers also provides insight into how parents-teacher communications gaps impact 
students' ability to access the mental health support they require in the school setting. Spratt, 
Shucksmith, Philip, and Watson (2006) relay that communications with parents/guardians are 
becoming an increasingly critical task for teachers related to student mental health needs. Open 
communications among parents/guardians and teachers hold the potential for an increase in 
social-emotional support that, when unaddressed, contributes to reduced mental health and 
actions that impact school performance (Martin, Tobin, & Sugai, 2003; Rigby, 2000). 
Teachers’ perception of their professional role is the final construct contributing to the 
conceptual framework. Personal attitudes towards mental health, clarity of teacher role, and 
teacher attitudes towards mental health contribute to the disconnect of having a clear 
understanding of teacher-specific responsibilities towards students displaying mental health 
needs. Within the construct, teacher attitudes towards mental health contribute to stigma and 
school culture, impacting teacher perception of their role. As student mental health needs 
become more prevalent in the classroom setting, the teacher's role is evolving to include 





Research supports concerns for adolescents experiencing mental health needs in the 
education setting and the potential for long-term impairments (Frauenholtz et al., 2017). Despite 
recognizing circumstances and presenting potential outliers, a paucity of data exists on 
addressing the problem contributing to unmet adolescent mental health needs in the school 
setting. This needs assessment aims to examine stigma, policy, teacher knowledge of mental 
health, parent-teacher communication, and teacher perception of their role to understand better 
the area most prevalent in impeding students with mental health disorders. 
Synthesis of Literature Related to Student Mental Health Needs 
Below is a synthesis of the literature outlining the contributing factors associated with 
secondary students' mental health needs in the school setting. The conceptual framework outlines 
the factors making up the constructs contributing to the problem, and along with Bronfenbrenner 
(1979), ecological systems theory (EST) represents the level of impact the presented construct 
has in association with a student's ecological system. 
Stigma's Role in Recognizing Student's Mental Health: Macrosystem 
Individuals diagnosed with mental illness continue to be unfavorably stigmatized by the 
public unfairly, despite increased awareness and efforts to educate the public by world-wide 
health organizations (Strassle, 2018). Research supporting mental health stigma education 
embedded in the classroom has produced successful results in reducing stigmas related to mental 
health in trials focused on college students but continues to be an area afforded minimal attention 
(Strassle, 2018). Stigma plays a significant role in the other drivers contributing to the lack of 
recognition of students' mental health needs. Recall Gabbidon et al.'s (2013) description of 
mental health stigma as an overarching term that encompasses issues of misguided knowledge 




labeled as having mental health needs greatly contribute to individuals' stigma impacted by 
mental illness (Bowers, Manion, Papadopoulos, & Gauvreau, 2013). Stigma's existence within 
all aspects of an individual's life, including their family culture, school culture, ethnic culture, 
and national and international cultural, makes eliminating stigma impossible (Corrigan, 2005). 
Unfortunately, current research specific to teacher endorsement is limited. Research is improving 
but still very narrow in specific areas. 
The role stigma plays in stereotyping, singling out, lowering one's status, and creating 
feelings of discrimination within a person with emotional difficulty creates barriers to 
understanding and addressing individuals in need of mental health supports (Link & Phelan, 
2001). However, stigma is a very personal and individual concept, given that some individuals 
feel stigmatized when others do not (Mak, Poon, Pun, & Cheung, 2007). Mak et al. (2007) 
discuss how individual personality traits of those experiencing stigma, including coping skills, 
resiliency factors, and having a support network, can help reduce stigma in specific individuals. 
Unfortunately, there are inconsistencies in the structure of how each secondary school addresses 
stigma and views adolescent mental health in the context of the problem. Students displaying 
early signs of mood disorders and levels of anxiety often experience internalizing symptoms that 
are not easily identifiable to individuals unfamiliar with specific mental health disorders (Cross 
& Hickie, 2017; Eyre & Thapar, 2014). Furthermore, mental health disorders are commonly 
connected with cognitive impairments that contribute to academic decline. With many teachers 
not having the training or experience to connect the two, students are often inappropriately 
misplaced into classes and school programs that do not adequately meet their needs (Farrell & 




Although the problem focuses explicitly on why individuals in authority are missing the 
signs of mental health needs in adolescence, understanding the role stigma plays on adolescents' 
perception of mental health is critical. The study by Davidson & Manion (1996) shows that 63% 
of adolescents actively avoid mental health support out of fear, embarrassment, and stigma. 
Additionally, 12% of the adolescents surveyed reported having no one they feel comfortable 
talking with or seeking support from if they were experiencing a need for help. The impact 
stigma has on student access to support is relevant given the critical role peers play in aiding 
each other in seeking and accessing services when they confide in one another (Davidson & 
Manion, 1996; Townsend et al., 2017). However, research conducted by Bowers et al. (2013) 
found that 71% of adolescents believe that their peers were not facing any social-emotional 
challenges and chose not to disclose their personal, social, and emotional needs with their peers.   
Adolescents often face the concept of self-stigma, which involves the negative appraisal 
of one's own thoughts in relation to their emotional difficulty (Corrigan, 2005). In Corrigan's 
(2005) book, they discuss how feelings of shame often create views of social inadequacies and 
contribute to low self-esteem within an adolescent struggling with mental health needs. Social-
cognitive models concerning stigma help demonstrate how negative evaluations of oneself 
become internalized through awareness of how society undesirably views individuals with 
emotional difficulties (Lannin, Vogel, Brenner, & Tucker, 2015).  
Understanding the multiple facets of stigma is essential when considering the supports 
required to aid adolescent development. Individuals can become heavily impacted by the 
messages received within the large scale of their ecological system. Their learned personal biases 
can prevent them from forming personal views and opinions beyond societies' perceived norms 




influence public expressions of stigma (Yang et al., 2007). The extensive system may not 
directly involve the individuals examined in the problem but can influence views within the 
subconscious when actions such as budget and service reductions to mental health supports occur 
(Yang et al., 2007). 
Policy's Role in Recognizing Student's Mental Health: Exosystem 
Unlike the mesosystem, which encapsulates every overarching factor leading to students 
experiencing mental health needs in the school setting, the exosystem represents the authoritative 
bodies influencing the educational environment (e.g., school administration, superintendent, 
government officials). The ecosystem's representation demonstrates how political decisions and 
determinations happening at a higher level contribute to unidentified students in need of mental 
health intervention (Weist & Paternite, 2006).  
Policy. The idea of developing comprehensive mental health supports for adolescents in 
U.S. public schools is a concept that dates back to the early 20th century (Hunter as cited in 
Flaherty & Osher, 2003; Talbert, 1917; see also Weist & Paternite, 2006). However, Robinson 
(2004) and Weist, Evans, and Lever (2003) note that a movement towards recognizing mental 
health needs in school settings was not acknowledged nationally until late into the 20th century. 
Weist & Paternite (2006) discuss the recent trend in families, schools, and community 
stakeholders voicing their support for programs addressing schools' mental health needs. 
However, despite the newfound recognition and support, most mental health approaches 
promoted by government initiatives are not structured to accomplish what experts in the field see 
as needed care (Weist & Paternite, 2006). 
Federal policy action. The President's New Freedom Commission on Mental Health 




health care, including current gaps in research and data collection procedures and the concern 
over the weak national priority of mental health and suicide prevention. Findings from the 
commission included data that found 46% of individuals who did not complete high school often 
had an undiagnosed mental health condition, and less than 30% of individuals requiring mental 
health treatment sought necessary care (Kessler et al., 2001; Regier et al., 1993; Stoep, Weiss, 
Kuo, Cheney, & Cohen, 2003). The President's New Freedom Commission on Mental Health 
(2003) presented a proposal to improve and expand school mental health programs. The 2004 
American Academy of Pediatrics Policy Statement on School-Based Mental Health Services 
(Committee on School Health, 2004) echoed the President's proposal call by demonstrating the 
potential school-based programs have towards improving access to services for students facing 
mental health concerns. The improvement and coordination of current service limitations through 
educational partnerships would prevent more significant mental health concerns from occurring 
later in students' lives (Committee on School Health, 2004). Using reports from providers and 
students, Nabors and Reynolds (2000) found that existing supports within the school setting in 
the form of providers and unique programming tailored towards mental health awareness 
reduced the stigma associated with seeking help for mental health needs. However, despite the 
U.S. Government's realizations towards the importance of mental health awareness, minimal 
movement has been made in introducing specific policies, laws, and reforms that support 
adolescent mental health needs in the education setting due to federalism (Weist & Paternite, 
2006). 
State policy action. Federalism is a states' right to hold local control over policies and 
laws (Hermann & Rollins, 2003).  However, a state's ability to set the terms around systems such 




level of services to fulfill federal requirements (Weist & Paternite, 2006). States' allowance to 
determine their protocols and procedures for mandates promulgated by the government creates 
unbalanced school policies related to school-based mental health programming nationwide 
(Weist & Paternite, 2006). 
Teacher Knowledge of Mental Health: Exosystem 
With undefined parameters of how to best incorporate mental health services in the 
school setting, both within states and nationwide, no structured system for providing educators 
with a knowledge base of mental health currently exists (Weist & Paternite, 2006). Adolescents 
experiencing mental health disorders are at a pointedly higher risk for adverse educational 
outcomes than peers not impacted by mental health needs (Frauenholtz et al., 2017). The school 
setting is the primary environment linking an adolescent's home and community life. Still, 
teachers are often not provided the information needed to recognize and support students 
exhibiting signs of mental distress (Frauenholtz et al., 2017). A study conducted by Frauenholtz 
et al. (2017) determined five themes contributing to gaps in teacher knowledge of mental health, 
which include: limited understanding of symptoms; intervention methods; effects of 
psychotropic medications; stigma; and available mental health services. Findings from a focus 
group of teachers (N = 17) conducted by Frauenholtz et al. (2015) suggests that teachers perceive 
a lack of training, prioritization by their school's administration, and limited discussion within 
teacher preparation courses as the main factors contributing to their reduced knowledge of 
adolescent mental health needs. Similar studies cite teacher's lack of confidence, limited 
knowledge, and absence of skills related to navigating mental health disorders as the reasoning 
behind teachers’ declined understanding of adolescent mental health needs (Hadlaczky, Hökby, 




education settings ability to reduce mental health distress in the President's New Freedom 
Commission on Mental Health (2003) suggests the need for programs tailored to raising 
awareness and increasing knowledge of mental health among school personnel as an area of 
significant need (Jorm, Kitchener, Sawyer, Scales, & Cvetkovski, 2010).  
Parent-Teacher Communication Impact on Student Mental Health: Mesosystem 
In a survey conducted by Andrews (1991), parents expressed wanting schools to be aware 
of their child's health needs. Additionally, parents view outside mental health providers as the 
most appropriate individual to address their child's needs in the school setting. Like Andrews 
(1991), Kramer et al.'s (2006) study found that most parents believe it is vital for the school 
setting to be aware when their adolescent child is receiving treatment for a social-emotional 
disorder. Parents also expressed that schools should be made aware of the details of their child's 
treatment plan but limit transparency once the information specifically involves the family or 
confidential exchanges with mental health professionals during therapy visits (Kramer et al., 
2006).   
Despite Andrews's (1991) survey specifically looking at information sharing concerning 
students with chronic illness, research shows that when the medical condition became one 
associated with stigma, parental views shifted and were not as open to information sharing 
(Corrigan et al., 2000). Furthermore, if a parent has experienced adverse reactions regarding their 
child's mental health needs, they are more likely to be reluctant to share information (Kramer et 
al., 2006). However, providers rely on collaborative efforts to develop an effective treatment 
plan and regularly seek input from teachers when investigating factors associated with a potential 




Collaborative communications stem from the agreement of an environment that fosters 
open support (Jeon & Ha, 2016). Kramer et al.'s (2006) examination of communication methods 
found communication regarding student needs in the academic setting to be a barrier to 
productive collaborations between parents and teachers. The majority of parents expressed 
wanting documentation of their child's health concerns to be delivered in writing or shared in 
person (Notaras et al., 2002). However, schools are not mandated to provide communications 
beyond their standard practice (Kramer et al., 2006). The absence of discussion between parents 
and teachers to determine preferred communication methods contributes to scenarios where a 
school may hold a negative perception or lack of understanding towards a student's treatment 
plan (Kramer et al., 2006). Additionally, some parents note their preference for no one or limited 
school personnel to be made aware of their child's mental health needs, placing a strain on 
collaborative efforts necessary to support the student later (Kramer et al., 2006).  
Outside provider. The role of community mental health professionals is small but 
contributes to understanding the problem associated with unrecognized mental health concerns in 
secondary school students. Several research studies have discussed ongoing concerns frequently 
expressed by community mental health providers. Providers commonly express a lack of mental 
health knowledge possessed by school staff as obstruction of collaborative efforts made to 
engage the school team in intervention efforts (Reinke et al.; Walter et al.; as cited in Frauenholtz 
et al., 2017). However, regulations under the Family Educational Rights and Privacy Act 
(FERPA; 20 U.S.C. § 1232g; 34 CFR Part 99 ) and the Health Insurance Portability and the 
Accountability Act of 1996 (HIPAA; P.L. 104-191) intended to protect the privacy of a student's 
educational record, as well as the security of individually identifiable health information, creates 




Without parental consent, both the school and outside providers cannot speak with one another 
regarding information related to an adolescent's health care, resulting in uninformed decision-
making from both the teacher and the provider regarding supportive care. The lack of 
communication between teachers and providers places a significant emphasis on the importance 
of parent-teacher communications. 
Teacher Perception of Role in Recognizing Student's Mental Health: Mesosystem  
Student-teacher relationships promote student resiliency in the education setting by 
providing the skills needed to manage overpowering mental health symptoms with tools that will 
allow them to successfully navigate mental health challenges (Burwell, 2018; Phillippo & Stone, 
2013). However, the uncertainty in what a teacher's role represents in the U.S. has created 
unclear expectations regarding a teacher's role in providing students support during instances of 
academic or personal need (Phillippo & Stone, 2013). In a 2007 survey, Grossman et al. (2007) 
found that teacher education does not provide the same level of relational skill-building support 
that other service professions programs do. Although most teachers do not receive training to 
provide support beyond academics, Phillippo and Stone's (2013) study examining the breadth of 
the teacher role found that many teachers choose to nurture their students regardless. Research 
literature examining studies focusing on the educator's professional role has described the teacher 
role as one involved in knowledge sharing, management, and content delivery: as well as the 
idea of building relationships to support student learning, but not as a way to concern ourselves 
with their mental health needs (Mahlios, 2002; Venet, 2019). Without any references made to 
words such as support or counselor, one can infer why some teachers may not see students' 




emphasize in their research the positive impact a teacher’s support has on student achievement 
through outcomes associated with student grade achievement.  
Conclusion 
Bronfenbrenner's (1979) chronosystem introduces the idea that everything impacting a 
child's ecological system has the potential to change over time as a result of alterations within 
each system. Currently, a projected one in five children and adolescents in the U.S. have a 
mental illness (Odar, Canter, & Roberts, 2013). However, significantly more children and 
adolescents who do not have a diagnosis but are impacted by mental health are attending school 
without adequate services. By law, every school-aged child (five to 18 years) must attend school, 
making the school setting the most appropriate environment to place supports and services that 
address student mental health needs and provide interventions to decrease long-term impacts 
(Lendrum, Humphrey, & Wigelsworth, 2013). Furthermore, schools are obligated to provide 
support for students whose academic success is hindered by mental health needs (Paternite, 
2005). Schools have always had the challenge of providing students with an education that 
would allow them to develop into responsible and productive members of society, and with that 
challenge comes the ability to provide the social and emotional learning required for our students 
to be successful (Paternite, 2005). By having the ability to recognize and respond to students 
displaying mental health needs during the early stages of symptom onset, educators have the 
potential to impact the student's chronosystem positively. 
Mental health stigma, mental health program policies in schools, teacher knowledge of 
mental health, parent-teacher communications, and teachers' perceived professional roles 
contribute to teachers' lack of recognition towards students displaying mental health needs. 




individuals are greatly impacted by the messages they perceive, both self and public stigma can 
be easily formed from uninformed contexts and cause detrimental impacts. Policy specific to the 
inclusion of mental health programming at the school level has been found to be inadequate and 
absent by the President's New Freedom Commission on Mental Health in 2003. However,  Weist 
and Paternite (2006) clarify that minimal movement towards the emphasis of mental health 
awareness has occurred within school settings. Additionally, teacher knowledge of mental health 
and the limited information or training that has been made available to teachers contributes to 
ongoing concerns associated with stigma and student identification (Frauenholtz et al., 2015). 
Communications between parents and teachers are often inconsistent or absent and can create 
gaps in teacher's understanding or knowing about students with mental health treatment plans 
(Kramer et al., 2006). The final factor relating to students' under-identification with mental 
health needs relates to how teachers perceive the scope of their professional roles. Given that 
there is no clear guidance on how teachers are expected to interact with students outside of their 
curriculum obligations, many teachers are unsure of or do not feel obligated to support students' 
personal needs (Phillippo & Stone, 2013). 
Further exploration of the prevalence of these factors in the education setting will take 
place in Chapter Three. Participants will include parents, outside providers, and students familiar 
with the problem: and have insight from teachers with various roles and levels of experience. A 
needs assessment will help identify significant areas related to the problem and further shape this 





Identification of Mental Health Concerns in The Secondary Setting 
The purpose of this needs assessment is to present findings that inform how secondary 
students displaying symptoms of mental health needs go unidentified in school classroom 
settings. This investigation sought to answer research questions related to gaps in the early 
recognition of students displaying unaddressed mental health symptoms in the secondary school 
setting. The research focused on five factors: stigma associated with mental health, policies 
currently impacting mental health care in the school setting, teacher knowledge of mental health, 
parent-teacher communications,  and teachers' perceived professional role (Centers for Disease 
Control and Prevention, 2017; Gabbidon et al., 2013; Kramer, Vuppala, Lamps, Miller & 
Thrush, 2006; Phillippo & Stone, 2013; Soares, Estanislau, Brietzke, Lefèvre & Bressan, 2014; 
Thornicroft, Rose, Kassam & Sartorius, 2007; Vickers & Minke,1995; Weist & Paternite, 2006). 
Following a description of the study's context, a summary of the methodology provides the 
framework for the needs assessment and includes a description of the participants, variables, 
instrumentation, and the data collection and analysis methods. A concluding summary addresses 
the research questions findings related to the factors presented in the Literature Review.  
Context of Study 
The needs assessment study took place within an affluent and diverse east coast suburban 
public school system. For this study's purposes, the school district examined will use East Coast 
Public Schools (ECPS) as its pseudonym. According to the county's website, the school system 
serves over 162,680 students across 206 primary and secondary school settings (Niche, 2019). 
One of the county's high schools (grades 9th through 12th) provides the only special education 




needs. According to the program's brochure, the Enhanced-Social Emotional Special Education 
Services (E-SESES) program "creates a learning environment that meets the unique and 
individual needs of students impacted academically and socially due to a mental health 
diagnosis" (Eccleston, 2018). Students in the E-SESES program receive individualized 
programming in a self-contained environment with direct access to clinical mental health 
support.  
Students eligible for the program qualify for special education services under an 
emotional disability code and are impacted academically due to periods of school avoidance or 
hospitalization.  The E-SESES program data reports that 88% of students receiving supports in 
the program became eligible for special education services between 6th and 12th grade. Of the 
students identified for services in the secondary setting, 51% were not eligible for special 
education services until high school. The U.S. Department of Education's 2011 child count data 
showed the average grade a student is found eligible for special education services as third grade 
(DoE, 2011). Therefore, there is a gap in identifying students having an emotional/learning 
disability in the E-SESES program compared to the national averages. This needs assessment 
looks to examine the gap through its five identified factors.  
Students within the E-SESES program present with significant mental health symptoms 
during their secondary school years, along with potential histories of hospitalizations related to 
mental health, school avoidance, gaps in mental health care, self-harm, and suicidal ideation 
(Eccleston, 2018). At the time of this study, the E-SESES program serves 48 students in total.  
Of the total population, 59% are female, and 41% are male. The students' racial breakdown in the 
program is 52% Caucasian; 21% Hispanic/Latino; 14% African American; 11% Asian; and 2% 




Public Schools district (see Table 2.2) overall and demonstrate the non-discriminatory impact of 
mental health (Eccleston, 2018; MCPS 2019). Of the students in the E-SESES program, 87% 
receive outside services from providers explicitly addressing mental health needs (Eccleston, 
2018). Parents of students in the E-SESES program had reported concerns with the lack of 
mental health services in their child's previous school and the amount of time needed before their 
child was found eligible and provided with special education services (Eccleston, 2018). With 
symptoms of mental health disorders frequently appearing for the first time in secondary school-
aged students, supports focused on identifying early signs of mental health before their academic 
progress becomes significantly impacted is critically needed for adolescent populations (Kessler 
et al., 2005).  
Purpose of Study and Research Questions 
The purpose of this needs assessment study is to investigate factors contributing to 
students in the secondary setting who go unrecognized, requiring academic and social-emotional 
support to address mental health factors impeding the learning process. Furthermore, this study 
examined to what extent mental health stigma, policies regarding mental health, teacher 
knowledge of mental health disorders, parent-teacher communications, and the teacher's 
perceived role impact secondary students' mental health needs. The assessment's primary goal 
was to gain insight into the relationship between those factors and teachers recognizing students' 
mental health needs.  
Research questions focus on understanding mental health by examining how stigma 
impacts this problem if current policies contribute to or address mental health concerns, how 
parents and teachers see a teacher's role and the teacher's perspective of their professional role 




teachers, outside mental health providers, parents, and student focus group was collected and 
analyzed to answer the emerging questions.   
Rational 
The purpose of this study is to gain a greater understanding of how and why secondary 
students displaying symptoms of mental health needs continue to go unrecognized in school 
settings.  Research demonstrates a reduced need for intensive mental health services for students 
identified during the first signs of symptoms, making early identification methods essential to 
long-term mental health success (George, Zaheer, Kern, & Evans, 2018). Thus, this study seeks 
to determine the impact school factors related to recognizing secondary students' mental stress 
(stigma, policy, teacher knowledge of mental health disorders, parent-teacher communications, 
and perceived teacher role) have on the early identification of secondary students. Data 
collection will occur using a mixed method of surveys, questionnaires, and a focus group 
interview concentrating on the problem's constructs. 
Research Questions 
RQ1. What impacts do mental health stigmas have on the accessibility of services in the 
school setting? 
RQ2.  What information are teachers being provided in regards to adolescent mental 
health as part of their professional development? 
RQ3. What do parents, outside providers, and students view as the role and responsibility 
of teachers and schools towards student mental health needs? 
RQ4.  What do teachers perceive to be their obligation to recognize and understand 






A convergent parallel design was implemented using quantitative surveys/questionnaires 
and qualitative focus group interviews to investigate factors contributing to the lack of 
recognition of student mental health needs in the secondary education setting (Creswell, Klassen, 
Plano Clark, & Smith, 2011). The validity of the study's data was established through an 
integrated analysis using triangulation to examine the quantitative and qualitative data outcomes 
(Campbell & Fiske, 1959). Reliability of the quantitative and qualitative data was determined 
using internal consistency by applying Cronbach's alpha. Consistency occurred throughout the 
qualitative data's coding scheme (Hsieh & Shannon, 2005).  
Participants 
Participants consist of a convenience sample of secondary teachers, parents of secondary 
students, secondary students (18 years of age and older), and community support providers such 
as clinicians and education advocates (see Appendix A). The sample included 43 participants, 
comprised of five groups participating in surveys, questionnaires, interviews, or a combination of 
methods. Participant groups include secondary general education teachers and four special 
educators (n=24), one parent group of mixed middle and high school-aged students (n=9), one 
student group comprised of high school students ages 18 years or older (n=5), one group of 
mental health providers (n=4), and one group of education advocates (n=1).  
Recruitment of teachers, students, and mental health providers occurred through e-mail 
communications with contacts within the East Coast Public Schools district. Parent groups and 
education advocates were accessed through the Weinfeld Education Group, serving parents of 




work collaboratively with professionals to design and review individualized plans (Weinfeld 
Education Group, 2015). All participants signed a consent form (see Appendix B) or made a 
verbal recorded statement (see Appendix C) acknowledging their understanding of voluntary 
participation and their right to drop out at any time. All work with students occurred with those 
18 years or older and have agreed to participate in the study. Outside providers have experience 
working with adolescents ages 12-21 years of age impacted by a mental health diagnosis. There 
are no other exclusion criteria. 
Instruments 
Seven instruments in this needs assessment study was employed to collect quantitative 
and qualitative information to support the existence of the problem and the associated drivers: a 
communications survey, a mental health attitude survey, teacher role questionnaire, teacher 
mental health knowledge questionnaire, de-identified data from a 2016 nationwide school 
survey, and a focus group centered on student perceptions related to mental health in the 
classroom setting. 
Parent-teacher communications survey. The parent-teacher communications survey 
(see Appendix D) designed by Vickers and Minke (1995) asked 24 questions to gain an 
understanding of how parents view their relationship between themselves and their child's 
teacher (see Table 2.4). The survey used a five-point Likert scale (almost never, once in a while, 
sometimes, frequently, almost always) to score each item. Parent participants answered the 
provided questions by keeping one specific teacher in mind. Items in the survey did not go under 
any modification from their original text.  The study's parents received Vickers and Minke's 




Statements provided to parents included topics related to respect and feelings: "We see my child 
differently," or "I expect more from this teacher than I get" (Vickers & Minke, 1995). 
The Mental Illness: Clinicians' Attitudes (MICA) v4. The Mental Illness: Clinicians' 
Attitudes (MICA) v4 scale (see Appendix E) was created at King's College London as part of the 
Health Services and Population Research Department, Institute of Psychiatry. Using a Google 
form, teachers and outside providers submitted data related to mental health stigmas (see Table 
1). The reliability and validity of the MICA-4 were tested using a secondary analysis from a 
randomized controlled trial and resulted in consistency among total item comparisons.  The scale 
included 11 questions and took approximately three minutes to complete. The Mental Illness 
Clinicians' Attitudes scale (MICA v2) was assessed using Chronbach's alpha and found to be a 
reliable measure of collecting data associated with attitudes (Gabbidon et al., 2013). The survey's 
modification included variation from a seven-point Likert scale to use a five-point Likert scale 
(Strongly Disagree, Disagree, On Occasion, Agree, Strongly Agree). The decision to alter the 
survey allowed for a more precise focus of participant's views and opinions. Participants 
responded to questions related to scenarios associated with mental illness: "People with a severe 
mental illness can never recover enough to have a good quality of life" (Gabbidon et al., 2013). 
Open-ended questionnaire of teacher responsibility from the teacher's perspective. 
Teachers received an open-ended questionnaire (see Appendix F) via Google form that sought 
their perspective on teacher responsibility (see Table 2.6, Lauermann, 2014). Lauermann (2014) 
created the teacher responsibility survey for anonymity with the idea of gaining a strong sense of 
teacher perspective on matters related to their position if their identity was secure. The survey 
was analyzed using a qualitative method using two coding cycles to identify commonalities 




should not have taken more than six minutes to complete. Modifications to the survey questions 
took place to focus on the questions associated with teacher perceived responsibilities.  
Questions were designed to provide information on how teachers relate to student's social-
emotional needs: "List up to five things/activities for which you feel most responsible as a 
teacher?" (Lauermann, 2014). 
Discourse of the Collective Subject (DCS). Lefevre and Lefevre's (2014) Discourse of 
the Collective Subject (DCS) is an open-ended questionnaire (see Appendix G) designed to 
collect social depictions for the purpose of studying one’s opinion of a particular topic. Lefevre 
and Lefevre (2014) discuss using the DCS as a tool that allows researchers to gain information 
specific to social representations. Social representations are constructed by collecting individuals' 
opinions to create a big picture in relation to a particular social problem (Lefevre and Lefevre, 
2014). Access to information related to social representations allows for the application of 
information specific to social action interventions (Lefevre & Lefevre, 2014). Researchers 
developed the DCS using an empirical study to create questions reflective of social 
representations (Lefevre & Lefevre, 2014). Teachers were provided the DCS-7 as an open-ended 
questionnaire via Google forms to determine their level of mental health knowledge and 
awareness (see Table 2.8). The modified questionnaire should not have taken participants more 
than six minutes to complete and included a prompt asking: "In your opinion, what is mental 
health?" (Lefever & Lefever, 2014). 
Teacher Role and Responsibilities Survey for Parent(s)/Outside Provider(s). The 
self-made Teacher Role and Responsibilities Survey (see Appendix H) asked 12 questions 
directed towards parents and outside providers and was designed to understand their view 




and outside providers accessed the survey via a Google form. Scoring of the survey items 
occurred using a five-point Likert scale (Strongly Disagree, Disagree, On Occasion, Agree, 
Strongly Agree). Repeated multivariate analysis of variance occurred to determine the 
differences between teacher responsibility and teacher role (Lauermann, 2014). The scale took 
approximately eight minutes to complete. Participants responded to statements related to 
scenarios associated with their perception of the teacher and school responsibilities towards 
mental illness: "I feel teachers have a role in supporting students with mental health needs?" 
Interview protocols. Student interview questions (see Appendix I) took place via a focus 
group defined by Krueger (1994) as a "collaborative group working to identify common 
terminology for emotions and perspectives which often differ from individual to individual" (p. 
19). Participants in this focus group have common traits related to mental health needs in the 
school setting (O'Leary, 2018). Students 18 years of age and older met with the interviewer for 
no more than one hour to discuss their experiences related to mental health needs in the 
classroom. Evaluation of ethical considerations regarding student participation occurred before 
the group discussion. Students received a list of questions to review before the session. Questions 
were kept broad to allow for an open-ended response from students. Based on Krueger's (1994) 
recommendations, the interviewer used multiple data collection options that included the 
combination of taped-based analysis, a debriefing session, and the use of summary comments 
collected after the focus group to analyze findings. Records of central ideas or emerging themes 
occurred on a large sticky pad to clarify identified concerns during the interview process 
(O'Leary, 2018). Questions included: "What do you wish your teachers did differently when you 




School Health Policies and Practices Study (SHPPS). Data from the Centers for 
Disease Control and Prevention (CDC; 2017), 2016 School Health Policies and Practices Study 
(SHPPS, see Appendix K) provided findings associated with mental health policies in the school 
setting. The CDC performed the study through a contract with ICF Macro, Inc., an ICF 
Company. SHPPS (2016) focused on seven school wellness areas using a nationally 
representative sample of public-school districts (Centers for Disease Control and Prevention, 
2017). Of the components examined: counseling, psychological, healthy, and safe school 
environment (including social and emotional climate), and physical school environment was 
among the areas of focus. Data were collected using a web-based survey system to deliver three 
questionnaires categorized by Health Education, Physical Education and Physical Activity, and 
Healthy and Safe School Environment.  Editing of the SHPPS (2016) data occurred to exclude 
erroneous items not relevant to the problem. 
Procedure 
Participant Recruitment. Recruitment of teacher participants took place through school 
East Coast Public Schools e-mail invites extended to all secondary teachers, which is 
approximately 8,509 employees at both the middle and high school level. A request for teacher 
participants to share the survey with colleagues was in the recruitment e-mail with the hopes of 
gaining more participants and diverse perspectives. Students recruited to participate in the study 
were part of the Enhanced-Social Emotional Special Education Services (E-SESES) program. Of 
the students recruited for the study, eight students were over the age of 18 and eligible to 
participate. Of the eight eligible students, five students chose to participate in the study. Their 
educational experiences determined the selection of students participating in the survey as one 




show symptoms. Recruitment of outside providers took place using e-mails to the Weinfeld 
Education Group and through a series of e-mails with connections working as providers in the 
mental health field. The number of total invites to outside providers is unknown, given that 
participants also shared the opportunity to participate in the study with other potential 
participants. Recruitment of parent/guardian groups came from a pool of 50 current and past 
parents of students that attended the E-SESES Program. All participants were required to sign a 
consent form or make a verbal recorded statement acknowledging their understanding of 
voluntary participation and their right to drop out at any time.  
Data collection. Application of surveys, questionnaires collecting quantitative and 
qualitative data, and focus group interviews took place to collect data examining teacher 
knowledge of mental health; parent, outside provider, and teacher perception of an educator's 
role; mental health stigma; home-school communications; and policies related to mental health. 
Selected surveys and questionnaires have been modified at times from their source to address 
time limitations and discard irrelevant questions. The instruments' validity remains despite 
modifications made to the questions, given that the changes did not jeopardize the content 
validity of the survey.  Parents, outside providers, and teachers participating in the study 
accessed the surveys and questionnaires via Google forms. Participant responses provided data 
regarding teacher knowledge of mental health, teacher perception of their role, home-school 
communications, and mental health stigmas.  
A focus group interview was conducted with students 18 years of age or older to remain 
within the limitations set by the IRB in place during the needs assessment process. The students 
participating in the focus group have been diagnosed with a mental health condition and did not 




until their disability impacted their academic performance enough to require special education 
services. The focus group interview provides data related to teacher role, stigma, and student 
perception on supports they feel could have prevented their need for extensive services. Data 
collected during the SHPPS (2016) survey provides information about school mental health 
policy outcomes and how current supports impact the problem. 
Data analysis. Examination of the quantitative data collected within the study occurred 
through descriptive statistics calculated using SPSS software. Review of ordinal data took place 
through the calculation of the median and Inter-Quartile Range (IQR) of each item in the 
Subscale Parent-Teacher Relationship Scale-Parent Version, and Teacher Role, The Mental 
Illness: Clinicians' Attitudes (MICA) v4., and the Responsibilities Survey for Parent(s)/Outside 
Provider(s) to determine the central tendency and measure of spread amongst each participant. 
Evaluation of qualitative data consisting of responses from the Responsibility from the Teacher’s 
Perspective and the Discourse of the Collective Subject (DCS) took place using conventional 
content analysis. A review of the focus group interview with E-SESES students also took place 
using conventional content analysis.  Identification of salient themes took place using a 
spreadsheet system specific to examining open-ended responses created by Hotjar, a company 
aimed at providing user-friendly analytic tools. The aim of analyzing the qualitative data using 
Grenier's (2018) Hotjar analytical system was to gain insight into emergent themes embedded 
within participant responses that would highlight need areas. The analytical spreadsheet 
supported creating a qualitative code book to organize the open-ended data collected through 
teacher participant questionnaires. To ensure anonymity, the removal of participants identifying 





Organization of the findings from the needs assessment occurs through the research 
question specific to each construct. Data from parents, teachers, outside providers, and students 
provided the information necessary to touch on each research question and provided the insight 
required to investigate the problem further.    
Research Question One 
Teacher attitudes towards mental health and current state and federal policies actively 
addressing mental health needs in the education setting provide insight into the determination of 
barriers contributing to the accessibility of services in the school setting due to mental health 
stigmas. Exploration of the data from teacher participant responses and the Centers for Disease 
Control and Prevention (CDC; 2017), 2016 School Health Policies and Practices Study (SHPPS) 
support the findings below.  
Teacher attitude towards mental health. The administration of The Mental Illness: 
Clinicians' Attitudes (MICA) v4 scale took place to examine teacher participants' (n=24) 
attitudes towards mental health. Using a five-point Likert scale (Almost Never, Once in a While, 
Sometimes, Frequently, Almost Always), teacher participants responded to questions associated 
with mental health. The calculation of each question’s mean and standard deviation occurred 
using the MICA outcomes (see Table 2.8) data. Determinations made from the data demonstrate 
that teacher participants (n=22) "frequently" see themselves as being understanding and 
respectful to individuals with mental health needs. However, when participants were asked to 
rate their response to the question, “The public does not need to be protected from people with a 
severe mental illness,” results demonstrate that teachers (n=23) display a level of discomfort in 




Policy Impacts of Mental Health 
Current data from the Centers for Disease Control and Prevention (CDC; 2017), 2016 
School Health Policies and Practices Study (SHPPS) examines the role stigma plays on student 
access to mental health services within the school setting. Examination of the SHPPS (2016) data 
shows an overall decrease in school systems’ use of resources that support mental health needs in 
the education setting.  Despite trends in school data, demonstrating the percentage of districts 
with specific health services has increased in suicide prevention efforts from 9.6% in 2012 to 
19.9% in 2016. The majority of the presented data does not reflect practices aligned with what 
one would expect from school systems looking to implement procedures aligned with new 
federal initiatives. Data examples include a decrease in student support teams from 80.1% in 
2012 to 69.4% in 2016; a reduction in counselor to student ratios at the high school level from 
32% in 2012 to 19.8% in 2016; and a decrease in credential requirements for school counselors 
needing to have an advance degree from 70.7% in 2012 to 53.7% in 2016. District-wide 
initiatives aimed at teacher mental health and wellbeing have increased from 15.7% in 2012 to 
30.6% in 2016, despite the decrease in programs aimed at supporting student mental health needs 
from 60.7% in 2012 to 47.2% in 2016. Additionally, the Department of Education's use of 
materials to create crisis response plans has also decreased from 73.8% in 2012 to 71.8% in 
2016. Overall, data suggest that a reduction in the majority of policies and procedures aimed at 
student well-being has occurred. Findings from this data are contradictory to the call for an 
increase in services by the federal government.  
Research Question Two 
Teacher knowledge of mental health. Teacher participants completed the Outcome of 




2.7), an open-ended questionnaire to determine mental health knowledge level. The survey 
sought to answer whether "teachers receive critical knowledge determined by experts in the 
psychiatric profession about adolescent mental health as part of their professional development"? 
The open-ended questionnaire comes from Lefevre and Lefevre's (2014) Discourse of the 
Collective Subject (DCS), designed to collect social depictions of how teachers view mental 
health.  With the use of a word frequency tool, patterns were identified within the teacher 
responses to each question and entered into an analysis tool created by Grenier (2018) to track 
the frequency in which teachers had similar keywords in their responses. Data outcomes (see 
Table 2.8) demonstrate that teachers experience a higher discomfort level when examining their 
safety in relation to an individual with a mental health disorder (M=2.22, SD=1.16). 
Research Question Three 
Parent/guardians, outside providers, and student data sought to answer, "what do 
guardians, outside providers, and students view as the role and responsibility of teachers towards 
their child's/patient's mental health needs?” Surveys provided to guardians considered two key 
areas related to schools' responsibility toward students' mental health. The Parent Perspective of 
Teacher Professional Role Responsibilities survey (see Table 2.5) examined how parents view 
the level of obligation associated with the classroom teacher's role and responsibility towards 
student mental health needs. Simultaneously, the Parent-Teacher Communications Likert Scale 
survey (see Table 2.4) investigated parent-teacher communications from the parent/guardian 
view. Examination of the student perspective occurred using a series of interview questions in a 
focus group format. The outside provider perspective was collected using two surveys focused 
on teacher roles and what experts feel should be the teacher's requirements towards students' 




Parent view of teacher professional role. Examination of how parents/guardians (n=9) 
perceive the teacher's role (see Table 2.5) concerning their child's mental health occurred using a 
five-point Likert scale to capture parent opinion. Parents rated statements concerning how they 
view the teacher's role and responsibility about their child using strongly disagree, disagree, on 
occasion, agree, or strongly agree. Given that the response format provides five selection 
options, participant responses are seen as continuous variables and focus on each question's 
mean and standard deviations. Calculation of the frequency of each Likert scale response 
occurred using SPSS.  
Results from the Parent Perspective of Teacher Professional Role Responsibilities survey 
showed strong feelings. When parents/guardians were asked to rate their response to the question 
“A teacher caused my child to feel they could no longer be successful in the school setting as a 
result of their mental health needs,” results indicated that parents felt strongly towards teacher 
contributions to their child’s academic achievement (M=2.22, SD=1.71). Additionally, data 
indicate that parents/guardians felt that the school also contributed to their child’s feelings of 
being unsuccessful (M=2.33, SD=1.65). However, 68% of parents saw the classroom teachers as 
having less responsibility than the school. Results show parent/guardian participants split in their 
opinion of their child having received mental health supports from the classroom teacher, with 
half of the parent/guardian participants reporting that their child’s teacher worked collaboratively 
with them to address their child’s needs while the other half reported that the teacher did not.  
However, 56% of the parent participants did not believe their child's school had adequately 
provided supports to address their child's mental health needs. Data shows that 56% of the 
parents felt that both a teacher and the school setting contributed to their child's feelings of being 




collaboration efforts regarding their child's mental health indicate that 56% of parents do not feel 
a sense of adequate communication from their child's teacher and school. However, an even split 
was reported by parents in their opinion of supports instituted by the school to aid their child's 
mental health needs. Furthermore, communications continued to be an area where 78% of 
parents felt concerns were not shared by the teacher or school promptly. Overall, 67 % of parents 
felt that schools did not recognize the mental health needs their child was exhibiting.  
Student perspective of teacher professional role. Student participants (n=5) above the 
age of 18 participated in a focus group interview to discuss areas they identify as being 
contributing factors to their mental health needs in the education setting. The focus group 
interview was recorded and transcribed using Otter Voice Notes and was analyzed using 
Textalyser. Identification of the five most common words and frequency statements was the 
focus of analysis to determine reoccurring topics. Implementation of a prominence rating 
assigned by Textalyser determined the significance of participant's statements. Data from the 
student focus group (n=5) interviews revealed the most prevalent areas of student concern at 
school to be: panic attacks (21.2%); lack of counselor involvement (9%); needing more social-
emotional support (23.7%); stopping going to school (31.7%); crying (58.2%); lack of school 
action (80%); and absent problem solving and/or coping strategies provided by the school 
(82.6%). 
Outside mental health provider view of teacher professional role. A five-point Likert 
scale (strongly disagree, disagree, on occasion, agree, or strongly agree) examining Outside 
Mental Health Providers Perspective on Teacher Prof. Role Responsibilities (see Table 2.10) 
provides insight on how outside mental health providers (n=12) perceive teacher roles in relation 




responses were treated as continuous variables and focus on each question's mean and standard 
deviations. Calculation of the frequency of each Likert scale response occurred using SPSS.  
Data outcomes (see Table 2.10) from outside mental health provider participants 
demonstrated a feeling of inconsistency related to when school teams do or do not intervene on 
behalf of their clients and that schools are responsible for a student’s overall mental wellbeing. 
Despite mild fluctuations in either direction, outside mental health providers report that school 
teams did take action to support their client (M= 2.25, SD=.62). Comparison of data from outside 
mental health providers and parent/guardian views of the teacher role took place using SPSS. 
Comparison of the datasets occurred using an independent-sample t-test to determine the 
variance between the data outcomes (see Table 2.11). Data from the comparison demonstrated 
discrepancies in how parents and outside mental health providers view school teams' actions. 
Parents reported more significant concerns about how the school team reacted to their child's 
needs (M=2.00, SD=1.32) compared to the view of the outside mental health providers (M=2.08, 
SD=.66). 
Research Question Four 
Data examining the teachers’ perspective of their professional role was collected from 
teachers (see Table 2.6) using two surveys and one open-ended questionnaire. The data sought to 
answer, “What teachers perceive to be their obligation to recognize and understand mental health 
issues”? Examination of data related to how teachers view their professional role and the 
obligations associated with their professional role occurred by using the Teacher’s Perspective 
open-ended questionnaire (Lauermann, 2014). With the use of a word frequency tool, patterns 




created by Grenier (2018) to track the frequency in which teachers had similar keywords in their 
responses. 
Qualitative data outcomes (see Table 2.6) associated with how teachers perceive their 
professional role did not specifically address mental health needs. Despite the opportunity for 
teachers to mention mental health as a factor in their classroom, teachers frequently listed time 
constraints and personal factors as issues impacting their classrooms. When asked, “are there 
things for which you feel responsible for in your work that is not a part of your formal 
obligations or job description?’’, 32% of the teacher participants responded with answers 
associated with “outside factors that impact students.” However, 21% of the responses related to 
supporting students’ needs fell into other school areas such as advanced placement testing when 
examining the outside factors. Of the 24 teacher participants, only one teacher reported 
addressing their students' mental well-being in the classroom. All other references to mental 
health needs were in association with the classroom teacher’s mental wellbeing.  
Findings and Discussion 
Parent responses associated with the teacher and school responsibility demonstrate a 
disconnect in communication between parents and teachers. Overall, parents report concerns 
with the teacher’s and school’s commitment to their child’s mental health needs. Concerns 
primarily relate to the way teachers and schools did not communicate problems associated with a 
student promptly. Data shows that 88% of parent participants viewed communications with 
teachers as being centered on performance concerns and demonstrates little to no positive 
communications that could support interpersonal relationships between parents and teachers.  
Overall, 100% of parents/guardians reported that teachers and school personnel have at least 




health providers participants resulted in 100% alignment in teachers and schools needing to be 
responsible for student mental health needs. Student focus group data revealed that students felt 
“unrecognized” when first starting to display mental health needs at schools and view the lack of 
recognition leading to the student participants requiring more intensive school services. Findings 
indicate that parents, students, and providers expect teachers to have a working knowledge of 
mental health needs and believe teachers and schools have an obligation to students displaying 
mental health needs in the educations setting. 
Data demonstrating teacher knowledge of mental health highlights areas of need that one 
could hypothesize is currently contributing to mental health stigma in the classroom setting. 
Despite teachers receiving open-ended questions that elicited responses associated with mental 
health, the qualitative response data was not reflective of concerns related to mental health and 
demonstrated that teachers do not actively view their professional role as one associated with 
addressing student mental health needs. Furthermore, teachers are not currently seeking mental 
health knowledge independently and are not consistently reporting their views towards mental 
health.  Examples of various opinions from teacher participant responses include descriptions of 
mental health as being an “emotional development,” “needing to be well rounded,” and “learning 
to control your feelings and emotions.” Teachers recognize the need for further information 
associated with mental health, which is prevalent in their requests for having access to “clear and 
simple to read guidelines,” “application on how to best serve in an academic setting,” and “clear 
transition directions from [school district],” in relation to mental health resources. Most open-
ended responses received from teacher participants regarding their primary focus areas were 
factors associated with their own lives, time restraints at work, and various student needs. 




mental health based on limited information and what has been reported by the mainstream 
media.  
Both qualitative and quantitative data outcomes demonstrate gaps in teacher knowledge 
of mental health, how teachers perceive their professional role, and a breakdown in 
communications between teachers, parents, students, and outside mental health providers. Data 
insinuates that teachers do not seem to have the same level of concern as parents/guardians do in 
relation to students' mental health needs. Based on Miller and Hastings's (2017) research, they 
discuss how most high-performing teachers are often the ones who find difficulty with the 
demands of their profession, and as a result, more than half of them leave the profession within 
five years. With the increasing responsibilities placed on teachers, it is not surprising that mental 
health is not at the forefront of their minds. However, Miller and Hastings (2017) also suggest 
that making mental health information more readily available will support teachers as 
professionals and individuals and ultimately help break stigmas associated with mental health. 
Despite policy data demonstrating the need for mental health recognition in schools, 
support such as counseling services, student support teams, and mental health resources are 
decreasing as mental health needs are on the rise. Regardless of initiatives such as the President's 
New Freedom Commission on Mental Health (2003), which aims to improve mental health 
policies within the education setting; data in the SHPPS (2016) demonstrates an overall decrease 
in the integration of more intensive mental health services into the school setting nationwide. 
Specific topics, such as suicide that are currently trending, are increasing their nationwide 
attention. Still, mental health services that could focus on multiple areas, including suicide, are 






After conducting the needs assessment, this study revealed limitations to consider. One 
limitation includes the selection of parent participants, given that all the parent participants had 
students with mental health needs that escalated to placement in special education or special 
programming. As a result, there is a potential for increased teacher performance and 
responsibility bias from the parent/guardian participants. Additionally, the number of teacher and 
parent participants was less than desired and may have skewed data outcomes. Statistical 
conclusion validity is impacted by the low statistical power of the number of participants in each 
study category. Both size and participant selection hold the potential to have skewed the data 
given that the respondents all have active concerns. Having a larger sample size would have 
strengthened data validity and provided a more in-depth analysis of the problem's factors. 
Finally, this researcher’s role as a Secondary Program Specialist in the East Coast Public Schools 
district may have caused teachers to modify their responses based on concerns linked to this 
researcher's leadership role.   
Conclusion 
Barriers relating to mental health stigmas are continuing issues that impact the 
accessibility of mental health services in the school setting. The needs assessment results 
demonstrate gaps in teacher knowledge of mental health and a varying view of what 
responsibilities are part of a teacher's professional role. Evaluation of current training and 
expressed professional expectations provided to teachers is critical in determining successful 
interventions. Findings from the needs assessment suggest that teachers are not up to date with 
the information necessary to support students' mental health needs in the education setting. 




their knowledge of mental health and recognize and respond to students will help improve 
teacher understanding and identify students in need of support.  
In a review examining current trends in effective teacher professional development, 
Momanyi (2012) places heavy emphasis on student achievement being a direct result of teacher 
quality. Darling-Hammond (2000) and Elmore (2000) emphasize teachers' need to continuously 
gain new information and knowledge, especially when new learning areas emerge. Information 
from Momanyi (2012) presents meaningful professional development as the leading strategy to 
provide teachers with current information supporting student performance in the classroom. 
However, despite professional development being a known tool for supporting teacher learning, 
many teachers are resistant to additional professional development opportunities; due to the 
increasing demands of their profession (McCarthy, Lambert, Lineback, Fitchett, & Baddouh, 
2016). 
Additionally, teachers report feelings of misalignment with current professional 
development opportunities presented by their school district and the information they feel is 
essential for student success in their classroom (OECD, 2009). Nelson and Bohanon (2019) 
believe teacher disconnect in professional development stems from teachers' inability to 
participate in continuous learning that provides practical classroom application. Nelson and 
Bohanon (2019) suggest that creative and new-age opportunities be available for teachers that 
meet their current classroom and student needs. The study's next steps include examining how 
the needs assessment data can best create a valid intervention plan that aligns with current best 







Intervention Literature Review 
The recognition of mental health symptoms within school settings faces increasing 
barriers that impact the accessibility of mental health services for secondary students 
(Frauenholtz, Mendenhall, & Moon, 2017; Gabbidon et al., 2013; Jorm, Kitchener, Sawyer, 
Scales, & Cvetkovski, 2010; Kramer et al., 2006; Weist & Paternite, 2006).  Mental health 
disorders are among the most prevalent health impairments impacting secondary students, 
indicating a need to address academic and social-emotional concerns before students become at 
risk for increased mental health needs during adulthood (Weems et al., 2015). As shown in the 
needs assessment, factors related to recognizing secondary students' mental health needs include 
stigma, policy, teacher knowledge of mental health, parent-teacher communications, and teacher 
perception of their role. Findings from the needs assessment indicate that teachers want 
additional opportunities to learn about adolescent mental health needs, suggesting the need for an 
intervention focused on teacher knowledge of mental health.  
The following literature review will focus on interventions tailored to teacher knowledge 
and attitudes of adolescent mental health needs. Further discussion will outline how Mezirow’s 
(1978) transformation theory, using Nerstrom’s (2014) Transformative Learning Model, 
provides a platform to examine research focused on increasing teachers’ knowledge and attitudes 
towards mental health. Together, the needs assessment results, transformation theory, and the 
intervention literature will inform the conceptual framework examining relationships between 
teacher supports and teacher ability to recognize student mental health symptoms that impact 




Teacher Awareness of Mental Health Symptoms Information 
Compared to their peers not impacted by mental health needs, adolescents experiencing 
mental health disorders have an increased risk for adverse educational outcomes (Frauenholtz et 
al., 2017). With no structured system from state or federal policymakers, educators’ are without a 
platform of how to best incorporate mental health services in the school setting (Weist & 
Paternite, 2006). Schools are an essential link between a student’s home and community life, and 
teachers are in a position to be a vital figure for identifying concerns impacting student learning 
outcomes (Weist & Paternite, 2006). However, professional development opportunities that 
provide teachers’ with the knowledge required to recognize and support students exhibiting 
mental distress signs are not commonplace (Frauenholtz et al., 2017). Using an open-ended 
questionnaire based on Lefevre and Lefevre’s (2014) Discourse of the Collective Subject (DCS), 
teachers (n=24) answered questions to determine their mental health knowledge level. The 
qualitative data analysis revealed that teachers have limited knowledge of mental health. For 
example, 52% of participants found the current information being provided to them by the school 
system as insufficient. Over half of the teacher participants reported that the mental health 
information they are receiving is inadequate. Teachers currently receive insufficient information 
from their school system, and they actively express a desire to learn more. Their limited evidence 
suggests that teachers actively seek resources to increase their mental health knowledge (Soares 
et al., 2014). 
Theoretical and Conceptual Frameworks 
Transformation theory is a common framework (see Figure 3.1) to examine how 
professional development can shape educators’ in becoming authentic, individuated, and 




(1978) transformation theory is applied using Nerstrom’s (2014) Transformative Learning Model 
to inform how professional development focused on teacher knowledge of mental health can 
improve teacher knowledge and understanding of mental health disorders. Through professional 
development structured using Nerstrom’s Transformative Learning Model, distal outcomes for 
this study include increasing students' long-term academic and social-emotional success by 
providing teachers with the information necessary to navigate student mental health needs 
successfully. 
Transformative learning examines how adult views form from the narrow collection of 
experiences they have had in their lives. Mezirow’s (1991) transformation learning theory 
identifies ten phases that contribute to transformative learning that may or may not all need to be 
undergone by the learner to experience transformation. The phases identified by Mezirow 
include: (a) a disorienting dilemma; (b) self-examination of assumptions; (c) critical reflection on 
assumptions; (d) recognition of dissatisfaction; (e) exploration of alternatives; (f) plan for action; 
(g) acquisition of new knowledge; (h) experimentation with roles; (i) competence building; and 
(j) reintegration of new perspectives into one’s life (Mezirow, 1991). However, Nerstrom’s 
(2014) research resulted in the Nerstrom Transformative Learning Model (see Figure 3.1) that 
simplifies Mezirow’s ten phases into four parts. Nerstrom’s Transformation Learning Model 
presents transformative learning as occurring in a sequential order where the learner experiences 
each phase within the model. The four phases included in Nerstrom’s (2014) model are: (a) 
having experiences; (b) making assumptions; (c) challenging perspectives; (d) experiencing 
transformative learning. Nerstrom’s (2014) Transformative Learning Model builds on Mezirow’s 
(1978) transformation learning theory and provides a simplified framework to examine 




Nerstrom (2014) views transformative learning as taking place when adults receive 
opportunities to expand their understanding of a topic, question standing beliefs and gain new 
outlooks that expand their previous views. Occurrences that inform transformative learning can 
take place suddenly through the experience of a significant life event or can occur through a 
series of ordinary events, such as professional development, which conclude with a change in 
personal views (Mezirow, 1991).  
A conceptual framework (see Figure 3.2) outlines the underlying variables examined in 
the intervention literature that is impacting current levels of teacher knowledge associated with 
mental health needs. Each variable contributes to teachers’ impaired ability to recognize students' 
mental health concerns and accurately and comfortably identify supports for students displaying 
mental health needs. Three core factors contribute to the problem and include: (a) teacher 
knowledge of mental health; (b) teacher attitudes towards mental health; and (c) teacher 
perception towards professional development. Below is the exploration of several variables that 
contribute to each core factor. 
Teacher knowledge of mental health. Current teacher knowledge of mental health 
impairs teacher ability to accurately and comfortably identify and support students displaying 
mental health symptoms. Kutcher, Wei, and Morgan (2015) discuss their research demonstrating 
the gap in teacher ability to intervene when students' mental health needs impact their attendance 
and academic performance. Given the study results by Kutcher et al. (2015) that students with 
mental health concerns often show reduced academic achievement, there is a current need to 
improve instructional practices to support student learning outcomes. As a result of increased 
teacher knowledge of student mental health needs, a rise in student academic achievement, 




Examination of strategies and interventions specifically aimed at improving teacher knowledge 
of mental health through professional development (PD) will occur below.  
Teacher attitudes of mental health.  Personal biases come from many factors and 
experiences in an individual’s life that shapes their attitude (Almager, 2018). Public and cultural 
stigma add to personal bias and contribute to an individuals' views and understanding, including 
teachers' understanding of mental health. Personal bias can lead to how teachers understand and 
react to a student experiencing a mental health crisis (Gabbidon et al., 2013; Frauenholtz et al., 
2015). Additionally, teachers' attitudes towards student needs often come from school culture 
and the expectations put forth by school administration and the district they serve (Frauenholtz, 
Mendenhall, & Moon, 2017). If administrators value academics over their students' social-
emotional needs, that will often trickle down to how teachers prioritize student needs (Mahlios, 
2002). Individual attitudes, bias, and beliefs towards mental health is an additional variable 
contributing to the problem. When the student needs conflict with how teachers prefer to 
approach student learning, it often leaves teachers frustrated and students without appropriate 
support (Mahlios, 2002). 
Teacher’s perception towards professional development. Preparation and professional 
development programs can often be a contributing variable towards teacher understanding of a 
specific topic. Most teacher preparation programs do not incorporate student mental health needs 
into their areas of study (Frauenholtz et al., 2015). Additionally, there are limited programs 
available that provide teachers with professional development on mental health topics, and the 
available ones are not always conducted in a way that garners teacher buy-in (Van Veen, Zwart, 
& Meirink, 2012). Teachers require informative training that allows them to understand the 




learning must occur in a way that engages teachers and gains buy-in (Jensen, Sonnemann, 
Roberts-Hull, & Hunter, 2016). 
Literature Review 
The primary focus among educational intervention programs seeking to address mental 
health needs are systems designed to improve student mental health literacy within the school 
setting that does not account for teacher literacy of mental health. As a result, the empirical 
evidence found in the literature supports the need for clear and organized mental health training 
to create a foundation of mental health knowledge for teachers’ (Armstrong, Price, & Crowley, 
2015). Darling-Hammond, Hyler, and Gardner (2017) define professional development (PD) as 
“structured professional learning that results in changes to teacher knowledge and practices” (p. 
2). The desire to change teacher knowledge and practices can only be successful when thorough 
planning occurs to account for the participants' needs and the delivery of the training (Meek, 
Specht, & Rodger, 2017). One qualitative case study in Australia found that when teachers 
receive opportunities for support and guidance on the topic of mental health, they demonstrate 
improvement in their ability to identify and respond to students in need of mental health support 
(Armstrong, Price, & Crowley, 2015). On-going barriers to interventions tied to providing 
teachers with PD related to student mental health needs include having limited research beyond 
identifying PD as an ideal intervention method (Scantlebury, Parker, Booth, McDaid, & 
Mitchell, 2018). 
The literature review examines current research on PD designed to facilitate teachers’ 
professional knowledge of adolescent mental health needs and improve their ability to identify 
and respond to students' mental health symptoms within the classroom setting. Review 




address internalizing mental health symptoms that align with concerns associated with 
depression, suicide, anxiety, post-traumatic stress disorder (PTSD), and a low sense of self. The 
categories represent the organization of interventions examining current PD programs for 
educators related to student mental health needs. The first category examines a PD model that 
uses a randomized controlled trial to implement and track teacher progress pertaining to 
knowledge and attitude towards adolescent mental health. The second category reviews non-
controlled pre-/post-cohort designs seeking to alter teacher understanding of mental health and 
elicit a change in how teachers respond to students displaying mental health needs. Examination 
of potential drawbacks and advantages to both approaches occurs below.  
Implementation of a randomized controlled trial model. Studies examining mental 
health training interventions support the need for a shift from the standard preservice delivery 
model of PD into a model that is better suited to prepare school-based staff for the challenges 
related to adolescent mental health needs (Koller & Bertel, 2006).  A research study by Rones 
and Hoagwood (2000) compared 47 studies focused on school-based mental health services and 
found that collegiate teacher preservice programs are currently inadequate in the amount of 
exposure and resources they provide to individuals training to become classroom teachers. As a 
result, teachers’ do not receive the knowledge necessary to support the students they will face in 
their classrooms. 
Among the interventions found in the literature are two randomized controlled trials 
(RCT) studies that evaluate the adult and youth versions of the Mental Health First Aid (MHFA) 
training program (Jorm, Kitchener, Sawyer, Scales, & Cvetkovski, 2010; Kidger et al., 2016). 
The Mental Health First Aid intervention aims to support teacher mental health and provide 




2016). The first of the two MHFA programs explicitly focuses on teacher training in Australia 
using the shortened and modified version of the Youth Mental Health First Aid training 
(YMHFA) (Jorm et al., 2010). Participants included teachers and support staff (N=327) of 
students in grades 8–10. Of the participants, 221 staff members were part of the intervention 
group, with 106 in the control group. Participants in the study were 65% female, with 63% of the 
participants being classroom teachers. Training of the YMHFA program was delivered by two 
MHFA certified trainers familiar with secondary classroom teaching. The training took place 
during two, seven-hour face-to-face sessions.  
As part of the training sessions, participants received information on the first day related 
to department policy, common mental health issues for adolescents, and application of action 
plans. The second day of training consisted of crisis information, less prevalent mental health 
issues and responses, the response framework of assessing risk, listening non-judgmentally, 
providing advice and information, and encouraging professional help self-help. Continual data 
examining the outcome of mental health knowledge among participants found a notable increase 
in the follow-up data compared to the baseline data, with an effect size of 0.52 (Jorm et al., 
2010). Additionally, Jorm et al. (2010) included measures to examine teacher intention, 
confidence, and actionable helping behavior as part of their study. As a result, the study 
discovered progress in teachers’ self-described confidence to help themself or a peer with mental 
health-related issues (d=1.15 post-intervention; 1.07 follow-up). However, additional 
information is needed to understand how PD contributes to teacher’s confidence in supporting 
students. Additionally, there was no data to support an increase in teachers’ actionable helping 




The second RCT study under review evaluates the delivery of the Mental Health First 
Aid (MHFA) training program along with the inclusion of Peer Support associated with the 
Youth Mental Health First Aid (YMHFA) program (Kidger et al., 2016). Participants in the 
study came from mainstream secondary schools in three adjacent local authorities within the 
United Kingdom. Participants included staff members (N=1024) with any position in the 
participating schools, with 472 participants as part of the intervention group and 552 participants 
as part of the control group. The researchers did not provide the demographics of participants. 
Training took place within two groups. Group one participated in the MHFA training with an 
additional peer support component, and group two participated in the traditional YMHFA 
training. Training for group one took place during two seven-hour face-to-face sessions, with 
training delivered by one certified MHFA trainer and a nominated staff member from each 
school that made up the peer support network component. The second group participated in two 
seven-hour trainings conducted by one certified YMHFA trainer. Training for both groups 
consisted of information on day one related to common mental health issues and how to apply an 
action plan. On the second day of training, both groups received crisis information and less 
common mental health issues and responses. On day two, the individuals receiving the YMHFA 
content received additional training focused on the response framework of assessing risk, 
listening non-judgmentally, providing advice and information, and encouraging professional help 
and self-help. 
Evaluation of the intervention's results indicated that the MHFA training was impactful 
for the intervention schools, and participants reported an increase in their confidence to help with 
matters related to mental health needs. Additionally, those staff members trained in the method 




including students’ mental health needs, when provided the MHFA evaluation tool (Kidger et al., 
2016). Findings from Kidger et al.’s (2016) study demonstrate how teachers' comfort levels and 
abilities with supporting students in need can expand on Jorm et al.’s (2010) results that did not 
determine teachers' comfort level in relation to student’s needs. The MHFA training program 
creators designed the MHFA evaluation tool to test participants' knowledge using a series of 12 
true/false/don’t know questions (Kidger et al., 2016). The study's post-intervention effect sizes 
demonstrate a moderate effect size of 0.73 for attitudes towards anxiety (CI 0.42–3.59) and 0.77 
for attitudes towards depression (CI 0.93–2.80). 
Although, both studies demonstrated an increase in mental health knowledge among 
participants. Only the study conducted by Jorm et al. (2010) presented follow-up data related to 
participant receptiveness of the training and collected data measuring student outcomes. Jorm et 
al. (2010) did not find a marked improvement in students’ knowledge and attitudes towards 
mental health when their teacher participated in the training program. However, Jorm et al. 
(2010) suggest that the students of teachers participating in the program did receive an increase 
in mental health information, and teachers’ who participated in the training were more likely to 
promote mental health awareness in their classroom setting. Furthermore, both studies took place 
outside of the United States and provide no insight into the level of potential effectiveness they 
hold when delivered in a setting specific to the United States' education setting. 
Implementation of non-controlled pre-/post-cohort design models. With the growing 
expectation from guardians and school personnel that teachers’ roles should also encompass 
being a low-level mental health provider, expectations towards teacher ability to identify and 
refer students’ to mental health care are growing (Rothì, Leavey, & Best, 2008). However, 




are limited, voluntary, or lacking (Koller & Bertel, 2006; Rothì, Leavey, & Best, 2008). This 
lack of quality support often means limited resources for teachers’ in the area of mental health, 
leading to concerns associated with teachers’ overall wellbeing (Koller & Bertel, 2006). 
To combat the growing need for training specific to expand teacher understanding of 
adolescent mental health needs and concerns, multiple non-controlled pre-/post-cohort design 
interventions claim to provide school staff with the information necessary to meet the increasing 
mental health needs of students’. The Teachers as Accompagnateurs (TAPS) program is 
designed to deliver information to teachers’ on recognizing and supporting students’ going 
through a mental health emergency (Eustache et al., 2017). As part of the program, teachers 
receive a response framework that includes exact steps to support a student in need (Anderson et 
al., 2018). Participants in the training included secondary school teachers (N=22) located in 
Haiti, 82% of participants being male and a median age of 40.1 years. The training took place 
face-to-face over two and one-half days and was led by the research authors. The training 
consisted of providing participants a series of didactic presentations, interactive discussions, and 
role-play opportunities. Data collected during the post-test found a large effect size of 1.32 in 
teacher knowledge of mental health and .60 in teachers' mental health attitudes. Follow-up data 
collection occurred within six months and found a shift in the effect size compared to the 
baseline, with 1.28 for knowledge and 1.00 for attitudes associated with mental health (Eustache 
et al., 2017). Quantitative and qualitative data measures used to collect participant feedback 
determined that participants found the training relevant to the perspectives and skills needed 
within their professional practices (Eustache et al., 2017). Furthermore, Eustache et al. (2017) 




The Go to Educator Training (Go To ET) was developed in 2009 in a collaborative effort 
between mental health professionals and teachers. The Go To ET is part of the School-Based 
Integrated Pathways to Care Model created by Wei, Kutcher, & Szumilas (2011) that partners 
schools with mental health care professionals (Wei & Kutcher, 2014). The study took place in 
Canada, and participants included secondary school staff (N=134). Training took place during 
one, seven-hour, face-to-face workshop. The workshop was conducted by a knowledge 
translation team from a local healthcare location and included the use of a series of videos and 
games focused on youth mental health epidemiology, the stigma of mental illness, challenges in 
the school setting, common disorders, treatment, and support, referral, and dealing with family 
(Wei & Kutcher, 2014). The study found a post-test effect size of 2.3 on teacher knowledge and 
0.36 on teacher attitudes towards mental health. Collection of follow-up data from participants 
did not occur.  
The Guide Professional Development Program (GPDP) is designed to increase pre-
service teachers' mental health literacy in knowledge, attitudes, and help-seeking efficacy and 
prepare them to address mental health in the classroom setting (Carr, Wei, Kutcher, & Hefernan, 
2017). The study took place at the University of British Columbia (UBC), and participants 
included preservice teachers’ in middle and secondary year streams (N=57). During one seven-
hour face-to-face didactic workshop, training took place that guided participants through six 
learning modules (Carr et al., 2017). Modules included information focusing on mental health 
needs relevant to the school setting, stigma, mental illness experiences, seeking help, the 
importance of positive mental health, finding further teacher resources, and dealing with mental 
health issues in the classroom setting. Results collected during the post-test found an effect size 




Follow-up data collection occurred within six months and found a shift in the effect size 
compared to the baseline, with 1.74 for knowledge and 0.68 for attitudes associated with mental 
health (Carr et al., 2017). 
Finally, the TEACH Mental Health Literacy program examines educators’ understanding 
of adolescent mental health before and immediately after delivering one introductory module and 
six informational professional development modules. Initially designed by researchers in Canada 
for Canadian school use, the curriculum is now available for open use in the US through an 
adapted version of the program. The program introduces participants to basic ideas surrounding 
mental health needs and how to take those ideas and implement them in the classroom setting. 
The Mental Health and High School Curriculum Guide, when implemented in Canada, 
demonstrated a substantial increase in teacher understanding of mental health literacy outcomes 
for both teachers and students (Kutcher & Wei, 2014; Kutcher, Wei, & Morgan, 2015; McLuckie 
et al., 2014; Milin et al., 2016). The curriculum guide can occur in a face-to-face setting or online 
format, and data supports positive outcomes from participation in either environment (Kutcher, 
Wei, McLuckie & Bullock, 2013).  
The TEACH Mental Health course for educators aims to improve educators' knowledge, 
attitudes, and help-seeking efficacy related to student mental health needs. Teachers’ receive the 
resources to participate in one background introduction module and six online classroom-ready 
modules: Introduction and Background; Stigma and Mental Health; Human Brain Development; 
Understanding Mental Health, Mental Illness and Related Issues in Young People; What is 
Treatment?; Seeking Help and Providing Support; and Caring for Students and Ourselves. When 
implemented, the TEACH Mental Health Literacy program demonstrated results from the post-




significantly improved after participating in the PD program. Following the teachers’ 
participation in the training, a paired-samples t-test occurred to examine changes in educators' 
knowledge and attitudes related to mental health. Controlled feedback from 79 participants 
demonstrated a noteworthy increase in both teacher knowledge and attitudes of mental health 
scores. Additionally, participants rated the training sessions highly, with overall findings 
indicating the potential for the TEACH Mental Health Literacy training to improve teachers' 
mental health knowledge and attitudes. Researchers applied the one-way repeated measures 
ANOVA to show how the mean scores were significantly different among pre-test (M = 18.33), 
post-test (M = 27.77), and 3-month follow-up (M = 25.15; F = 126.78, p = .00).  
Implementation outcomes and determinations. None of the six studies above provide a 
measure of program fidelity that allows for precise adherence to the course curriculum. Research 
conducted by Rock (2017) found no measurable difference in teacher application of information 
obtained in professional development (PD) programming that occurred online versus 
programming that happened in a face-to-face setting. Findings from Rock (2017) suggest that 
online PD can be equally effective as traditional in-person models. Additionally, Stahmer, 
Suhrheinrich, Schetter, and Hassrick (2018) have found that despite growing evidence in 
teachers' ability to implement positive mental health practices in their classroom effectively, 
there is often a disconnect reported by teachers’ on how to implement and sustain practices 
received during teacher training. The researchers note that contextual factors related to training 
implementation procedures can influence training results. Stahmer et al. (2018) share how 





Rakes, Bush, Ronau, Mohr-Schroeder, and Saderholm (2017) point out the impact of 
spending limited time introducing the intervention to create meaningful connections to the 
material and designing an effective intervention can have on the foundation of a PD program. 
Borko (2004) and Rakes et al. (2017) provide the following guidelines to develop a PD that will 
implicitly change teacher professional practice: (1) focusing the PD on developing teachers’ 
knowledge of mental health; (2) providing teachers’ with opportunities to engage in active 
learning techniques; (3) making connections to teachers’ specific professional role; and (4) 
provide PD that is more than three full professional days in length, well-organized and structured 
to offer the best means to implicit change in teacher knowledge and attitude of mental health 
needs.  
Given that none of the primary professional development interventions available to 
support the growth of teacher knowledge and attitude towards mental health have been studied in 
the United States, there is a need to study the implementation of a professional development 
program that seeks to support U.S. teachers. Of the programs examined, both the TEACH Mental 
Health Literacy program and The Go to Educator Training (Go to ET) program were designed 
and conducted in Canada. Research by Vasiliadis, Lesage, Adair, Wang, and Kessler (2007) 
found no significant difference in the prevalence of mental health disorders between the United 
States and Canada when compared. The Vasiliadis et al. (2007) study implements a Canadian-
based professional development program most ideal for application in the United States given 
the limited variance between the two countries' mental health data.  Additionally, the Go to ET 
program is most suited for pre-service teachers. The TEACH Mental Health Literacy program 
would be most appropriate to replicate and study within a U.S. context. Furthermore, the 




with guidelines suggested by both Borko (2004) and Rakes et al. (2017) for a successful PD 
program.  
Enhancing Teacher Knowledge and Attitudes of Mental Health Through Professional 
Development 
The need to provide teachers with professional knowledge that improves their ability to 
support students’ at risk for mental health needs is a growing concern in the education setting 
(Kidger et al., 2016). Providing teachers’ with the knowledge required to identify and support 
students experiencing mental health needs has been shown to improve staff-student relationships, 
improve students' academic results, and increase teacher mental health well-being and job 
satisfaction (Kidger et al., 2016). To support teachers’ feelings of confidence and competency 
towards the knowledge of student mental health needs, Vieluf, Kunter, and van de Vijver (2013) 
present findings from their research demonstrating the positive impact training can have on 
improving teacher confidence. Therefore, professional development (PD) aimed at providing 
teachers with the knowledge they require to support students’ displaying mental health 
symptoms would seem the best solution for the delivery of support.  
State, Simonsen, Hirn, and Wills (2019) discuss their findings related to how various PD 
programs are often ineffective due to restraints administrators’ have when seeking best practices 
that fit within their allotted time and budget restrictions. For PD to be effective, teachers require 
more than a single PD opportunity and ongoing support and reinforcement of the skills and 
procedures delivered during the PD training (State, Simonsen, Hirn, & Wills, 2019). 
Additionally, school culture plays a critical role in how teachers’ are receptive to available PD 
opportunities. Lee and Li (2015) discuss their findings related to how the success of any school 




key values and is an important factor in the level of commitment effort staff place on their work. 
For teachers’ to be receptive to PD opportunities and engage with the material, school leaders’ 
must provide impactful learning opportunities for teachers (Behrstock & Clifford, 2009). 
Rakes et al.'s (2017) research examines the type of PD design that explicitly allows for a 
change in teacher knowledge, beliefs, and professional practices. Rakes et al.'s (2017) four-phase 
PD framework, PrimeD, is structured to naturally involve teachers in the PD practice 
development process. The four phases that make up the PrimeD framework include (a) a design 
and development plan that defines the collective vision of the PD and identifies the target focus; 
(b) PD implementation, including how the PD is structured and required supports for effective 
delivery; (c) formative and summative evaluation of the overall PD program; and (d) research 
associated with the PD program, specifically examining the effectiveness of the overall delivery 
(Rakes et al., 2017). Additionally, State et al. (2019) describe effective PD as (a) thorough and 
continuing; (b) driven towards content knowledge and student learning; (c) parallel to learning 
needs and school improvement goals; (d) an opportunity for ongoing teacher development; (e) 
collaborative among teachers’; (f) professionally rooted; and (g) supportive and formative to 
teacher performance outcomes.  
In 1991, The Peacock Hill Working Group identified structures that would support PD 
for teachers’ working with students with social-emotional impairments. The identified systems 
include creating exemplar programs that highlight successful practices and refining and 
increasing in-service PD for teachers’ that emphasize multi-agency collaboration, current and 
valid classroom practices, and family-based intervention models (State et al., 2019). Empirical 
literature aligns with the findings made by the Peacock Hill Working Group (1991) and suggests 




health needs include: (a) ongoing workshops tailored towards understanding student mental 
health needs; (b) opportunities for understanding personal mental health needs; (c) ongoing 
opportunities for teachers’ to gain active support in the classroom setting; and (d) continuing 
coaching of supporting mental health needs in the classroom setting (Dods, 2016; Kutcher, 
Bagnell, & Wei, 2015; State et al., 2019; Woods & Rodger, 2014).  
Literature findings designate PD training as an impactful learning approach that delivers 
learning opportunities for teachers’ to improve teacher knowledge and practices towards 
adolescent mental health needs (Armstrong, Price, & Crowley, 2015; O’Toole, 2019). Explicitly, 
PD can provide teachers with a higher level of confidence in understanding and reacting to 
student mental health needs (Kidger et al., 2016). However, despite the promising outlook PD 
has on addressing teacher understanding of adolescent mental health, many teachers harbor 
underlying resistances to increasing their understanding. Graham, Phelps, Maddison, and 
Fitzgerald (2011) discuss the concept of self-efficacy (Bandura, 1977) as a potential hurdle 
contributing to teacher personal bias. Graham et al. (2011) found that teachers' personal biases 
towards adolescent mental health needs, along with their individual ability to face and 
understand their own mental health concerns, can impact their receptiveness and the success of 
any mental health training. Of the 508 teachers surveyed by Grahm et al. (2011), 30% did not see 
participation in mental health educational programing as valuable. Despite this concern, findings 
from multiple researchers demonstrate the impact PD can have on teachers’ understanding of 
mental health and their ability to identify and support students’ that display mental health needs 
in the school setting (Kidger et al., 2016; Meek, Specht, & Rodger, 2017; Osagiede, Costa, 




Summary of Intervention Literature 
There is currently limited evidence to demonstrate that teachers receive the preservice 
training necessary to increase their knowledge and understanding of mental health symptoms 
impacting their adolescent students’. However, empirical intervention literature offers evidence 
of PD being an ideal method for delivering critical knowledge to teachers’ to shape how they 
interact and respond to student mental health needs. A framework such as the TEACH Mental 
Health Literacy Curriculum is an ideal format for delivery. The online and reflective nature 
creates flexibility and allows for implementing necessary changes discovered by participants 
throughout the PD, leading to improvement and advancement of the PD programming. As 
previously discussed, there is no measurable difference in teacher application of information 
obtained in professional development (PD) programming that occurred online versus 
programming in a face-to-face setting (Rock, 2017). A paired-samples t-test was used to examine 
changes in educators' knowledge and attitudes related to mental health and demonstrated a 
noteworthy increase from the participants (N=79) in both teacher knowledge and attitudes of 
mental health scores. Participants’ rated the training sessions highly, with overall findings 
indicating the potential for the TEACH Mental Health Literacy training to be an engaging 
program to improve teachers' knowledge of and attitudes towards mental health.  
Additionally, research suggests that PD training is an adult educational approach that can 
support teacher learning and suggests that teachers involved in the training process have a higher 
likelihood of remaining invested in the training program's intentions (Han & Bahr, 2005). 
Professional development demonstrates the importance of self-efficacy on teachers' perception of 
their abilities (Bandura, 1993). As a result, providing teachers’ with the opportunity to connect 




challenges associated with supporting students’ with mental health needs can lead to improved 
teacher knowledge of mental health in the long term (Meek, Specht, & Rodger, 2017). 
Findings from the needs assessment suggest that teachers want additional learning 
opportunities to learn about adolescent mental health needs (Eccleston, 2019). Additionally, 
current empirical evidence supports the use of PD as a method to increase teacher knowledge 
and attitudes in the area of mental health (McEvedy, Maguire, Furness, & McKenna, 2017; 
Meek, Specht, & Rodger, 2017; Osagiede et al., 2018; von der Embse et al., 2018). As a result of 
these findings, this study will focus on an online format of the TEACH Mental Health Literacy 
Curriculum program to improve teacher knowledge of and attitudes towards adolescent mental 
health needs. The TEACH Mental Health Literacy Curriculum program provides the information 
necessary to increase teachers’ ability to implement new knowledge and instructional practices 
provided during PD (Tschannen-Moran & McMaster, 2009). Findings within the literature 
support the need to implement a training targeted explicitly at U.S. secondary teachers’ that 
addresses their knowledge and understanding of adolescent mental health needs. A proposed 
solution stemming from the literature involves implementing the TEACH Mental Health 
Literacy Curriculum program to create an online teacher-centered professional development 
module that provides teachers’ with information associated with adolescent mental health 
concerns (Harrington, 2015; Imran, Rahman, Chaudhry, & Asif, 2018; O’Toole, 2019). 
Outcomes from previous implementations of the TEACH Mental Health Literacy Curriculum 
with Canadian educators’ demonstrated results from the post-evaluation and follow-up 
evaluation that participants’ overall mental health knowledge significantly improved after 




The needs assessment results indicate that teachers’ have limited knowledge of 
adolescent mental health needs, which is made evident by the elevated standard deviation scores 
of questions examining teacher interest in learning about and being comfortable with mental 
health disorders. Given the data from the needs assessment and the current lack of research on 
the implementation of mental health teacher training programs outcomes in the United States, 
research on the implementation and outcomes of a PD program targeting teacher knowledge and 
attitudes towards mental health is necessary. 
Interventions supporting screening procedures have shown to improve teacher knowledge 
of mental health symptoms (Von Der Embse, Kilgus, Eklund, Ake, & Levi-Neilsen, 2018). 
Components of the TEACH Mental Health Literacy Curriculum for educators include training 
specifically designed to aid teachers in recognizing and identifying student mental health 
concerns (Kutcher, Wei, McLuckie & Bullock, 2013). The TEACH Mental Health Literacy 
Curriculum selection is directly linked to the program's ability to touch on key learning tools, 
such as screening procedures. Using Borko’s (2004) four elements that contribute to successful 
professional development programming, implementing the intervention will meet the needs of 
secondary teachers unfamiliar with the symptoms associated with mental health. The 
intervention will consider teacher participants’, the professional development programming, the 
facilitators, and the environment in which the participants and the professional development 
program co-exist (Borko, 2004). Participant considerations are made through the format, 
delivery, and timing of the intervention. Professional development programming considerations 
will involve module structure, time requirements for each module, and the level of engagement 
each module provides to the participants’. Facilitator consideration will include a set schedule 




the study is completed within the required timeframe. Environmental considerations will 
consider the study’s fully online delivery format and any potential internet or connectivity 
problems. A series of modules addressing factors associated with adolescent mental health needs 
in the school setting is implemented over time to support ongoing connections among teachers’ 
(Garet, Porter, Desimone, Birman, & Yoon, 2001). Intervention goals will focus on providing 
teachers’ the information necessary to feel confident in actively addressing their students' mental 







Intervention Procedure and Program Evaluation Methodology  
A review of the intervention literature and the needs assessment results indicate a 
disconnect in teacher’s constructive knowledge of and attitudes towards mental health within 
their professional role. This chapter provides an overview of the intervention, purpose of the 
study, research design, and methodology. Data from the needs assessment shows that teachers’ 
are not currently seeking mental health knowledge independently and have varying comfort 
levels working with individuals with mental health needs. Support for the data findings is evident 
in teachers’ responses to having a higher discomfort level when examining their safety in relation 
to an individual with a mental health disorder (M=2.22, SD=1.16). Additionally, qualitative data 
from the needs analysis demonstrates that teachers’ are presently operating under inaccurate 
preconceived notions of mental health and would benefit from further information associated 
with supporting students with mental health needs in the classroom setting. The needs 
assessment results demonstrate gaps in teacher knowledge of mental health and negative 
attitudes towards individuals with mental health needs that stem from uninformed personal 
biases.  Findings from the needs assessment illustrate the need for professional development 
(PD) that provides teachers’ with an understanding of critical knowledge that supports their 
ability to recognize and respond to students' mental health needs in the education setting. The 
intervention will focus on implementing the TEACH Mental Health Literacy Curriculum PD 
program designed to support educators' understanding and attitudes of adolescents with mental 
health needs before and immediately after delivery of one introductory module and six modules 
focused on mental health topics in the classroom setting (Kutcher & Wei, 2014). Selection of the 




curriculum’s alignment with a focus on both teacher knowledge and attitudes related to 
adolescent mental health and the programs ability to meet the guidelines suggested by both 
Borko (2004) and Rakes et al. (2017) for a successful PD program that includes (1) focusing the 
PD on developing teachers’ knowledge of mental health; (2) providing teachers with 
opportunities to engage in active learning techniques; (3) making connections to teachers’ 
specific professional role; and (4) providing PD that is more than three full professional days in 
length, well-organized and structured to offer the best means to implicit change in teacher 
knowledge and attitude of mental health needs.  
The TEACH Mental Health Literacy program is an evidence-based program that 
demonstrates positive results for teachers' increased mental health literacy (Kutcher & Wei, 
2014). In addition to teacher gains in mental health knowledge from PD participation, research 
shows that students also benefit from teachers' improved knowledge of mental health needs and 
increased support for students displaying mental health needs (Kelly, Rossen, & Cowan, 2017). 
Factors embedded into the TEACH Mental Health Literacy Curriculum program that focuses on 
positively expanding teachers' knowledge and attitudes towards mental health aligns with 
Nerstrom’s (2014) Transformative Learning Model of shifting adult views that stem from 
previously limited perspectives. The TEACH program aligns with the features for effective 
change in teacher’s practice, understanding of skills, and content areas by including: (a) reform 
type or non-traditional approaches to professional development; (b) duration of three days or 
more or contact hours spent engaged in the PD; and (c) active learning (Desimone, Smith, & 
Guskey, 2002; Guskey, 2003). Furthermore, the TEACH Mental Health Literacy Curriculum in 




examining the success of teacher training programs associated with adolescent mental health, 
especially in a U.S. context.  
Research Design 
The TEACH Mental Health Literacy Curriculum Guide intervention study is a quasi-
experimental research design intended to investigate the impact of the online module PD 
sessions related to mental health literacy outcomes among secondary teachers belonging to an 
affluent and diverse east coast suburban public school system. For this study's purposes, the 
school district examined in this study will use East Coast Public Schools (ECPS) as its 
pseudonym. The overall design method used for the study is an embedded sequential design to 
account for the qualitative data collected from the Overall Satisfaction Survey. Creswell and 
Clark (2011) describe the embedded approach as appropriate when one type of data is most 
critical to the researcher. In this study, the quantitative data will be the most essential to the 
evaluation process, and the qualitative data will support the overall analysis. Teachers’ will have 
access to virtual professional development to increase knowledge of and attitudes towards mental 
health needs. Outcomes from previous implementations of the TEACH Mental Health Literacy 
program suggests that participants’ in training will increase their mental health knowledge and 
improve their ability to apply support strategies such as identification and referral practices when 
working with students’ in the classroom setting (Kutcher, Wei, McLuckie, & Bullock, 2013). 
The logic model (see Figure 4.1) associated with the problem of practice summarizes the 
situational needs and assets required for the implementation of Kutcher, Wei, McLuckie, and 
Bullock’s (2013) TEACH Mental Health Literacy Curriculum. Inputs within the logic model 
specifically share the projected intervention time needed, number of projected participants, and 




intervention's implementation, including one introductory module and six professional 
development sessions over seven weeks. The overall participation output will need to have a mix 
of 74 secondary teachers, administrators, and staff development teachers. 
The theoretical outcomes-impact of the intervention outlined in the logic model includes 
the short-term, medium-term, and long-term projections. Short-term results are focused on 
student learning needs and include the increase of teacher awareness and knowledge of behaviors 
associated with mental health needs, the reduction in teacher and administrator stigma towards 
mental health, and teacher ability to direct students identified as needing mental health support to 
the right resources. Action items addressed in the medium-term outcomes-impact include teacher 
ability to show more empathy towards their students displaying mental health needs, increase in 
early referral and student access to mental health supports, a standardized professional 
development curriculum on student mental health needs to be delivered district-wide, and an 
overall improvement in student attendance data. The long-term outcomes-impact discussed in the 
logic model focus on the intervention's economic, civic, and environmental results over time. 
Economic outcomes theorize a reduction in private placement referrals for students displaying 
mental health needs and reducing more significant mental health interventions needed for 
students during their adult life. Civically, increased mental health awareness and increased social 
acceptance are listed in the logic model as a theoretical outcome. Environmentally, the 
intervention should produce a higher graduation rate of students prepared to contribute to 
societal needs. The assumptions and external factors addressed within the logic model outline the 
actions needed to meet the intervention's intended goals.  
A one-group, pre-post-test design will obtain the information necessary to determine the 




application (Campbell & Stanley, 1963; Shadish, Cook, & Campbell, 2002). An outcome 
evaluation for this study will determine if participant results demonstrated achievement in the 
TEACH Mental Health Literacy Curriculum programs objectives. Analysis of participant data 
will decide if steps to improve the program are necessary during future implementation (Clifton, 
2017). Implementation of the TEACH Mental Health Literacy Curriculum will occur during the 
2020-2021 school year. The intervention is designed to include 74 voluntary secondary teacher 
participants, representing a non-random sample of the greater East Coast Public Schools district's 
teacher population.  
Hypothesis 
This study hypothesizes that teachers will develop greater knowledge and increase 
positive attitudes towards student mental health needs within the secondary school setting. The 
research questions in this study are included below. 
Questions 
Process Research Questions: 
RQ1: How do participants rate their level of overall engagement in the TEACH online 
professional development training? 
RQ2: How many participants in a self-paced online professional development training 
completed the training in its entirety?  
Outcome Research Questions: 
RQ3: How does teachers’ knowledge of mental health needs change after participation in 
the TEACH Mental Health Literacy Curriculum Guide program?  
RQ4: How do teachers’ attitudes towards mental health needs change after participation 





 Process evaluations provide information for researchers’ to examine both the external and 
internal validity of how an intervention was applied and accepted by participants (Baranowski & 
Stables, 2000). Process evaluation allows the researcher to observe and guide the program 
implementation process by positing questions about the studies' ability to accomplish its attended 
goals throughout the study's progression (Stufflebeam & Shinkfield, 2007). Aims of a study’s 
process evaluation include recording the progression of the study, gaining information related to 
how the goals of the study are applied, if changes or alterations to the study’s aims are required, 
and determining the degree to which participants’ actively fulfill their function in the study 
(Stufflebeam & Shinkfield, 2007).  
Indicators of participant engagement. Saunders et al. (2005) discuss how participant 
involvement in a study can be a challenge since it requires the researcher to anticipate how 
participants’ will view and behave towards the intervention before working with them. The 
research question seeks to learn if participants’ felt the intervention captured their attention in an 
engrossing way to define participant engagement. To know if participants’ are genuinely 
engaged in the study, Zhang et al. (2011) suggest evaluating the extent to which participants of 
the study are willing to accept the presented information and implement it into practice. Likert 
questions such as, “This activity enhanced the participant’s professional growth and deepened 
your reflection and self-assessment of exemplary practices,” on the Overal Satisfaction Survey 
considers Zhang et al.’s (2011) suggestion for evaluation. 
The use of module quizzes at the end of each section will allow this researcher to monitor 
progress through the PD and present participants’ feedback concerning their learning at the end 




study's information if they feel a sense of connection and investment in the training (Rakes et al., 
2017). Achievement of the ultimate impact stated in the logic model is dependent on teacher 
buy-in. To answer the question “To what extent do participants report their level of overall 
engagement in the TEACH online professional development training?”. Participants’ will answer 
the question, “What do you feel is your level of engagement with the material in relation to the 
time spent participating in the training?” on their overall satisfaction survey. 
Indicators of intervention dose. Evaluation of dose within this study occurs by 
examining the quality of intervention established by and provided to the participants through an 
analysis of the time participants’ spent engaged in the intervention (Steckler, Linnan, & Israel, 
2002). The primary indicators connecting dose in the study examines the fidelity related to the 
degree to which participants complete and are satisfied with the training intervention (Dusenbury 
et al., 2003). Determinations made during the intervention planning phase list the completion 
time of the TEACH Mental Health Literacy Curriculum’s one introductory module and six 
learning modules to be approximately eight and one-half hours over a seven-week timespan. 
Steckler et al. (2002) define dose as the amount of time each participant spends on the provided 
training modules. To answer the question, “How many participants in a self-paced online 
professional development training completed the training in its entirety?”, completion of the full 
training is monitored and noted by this researcher using the online classroom tools in Canvas that 
track the amount of time participants’ are logged into the training platform.  
Outcome Evaluation  
An outcome evaluation is used to inform the researcher if the intervention applied in the 
study yielded the results the intervention was intended to accomplish (Rossi, Lipsey, & Henry, 




outcome evaluation research design (Creswell & Plano Clark, 2011). Pragmatism allows 
researchers to apply quantitative and qualitative data to gain perspective on the study's outcomes 
(Johnson & Onwuegbuzie, 2004). The logic model (see Figure 4.1) exhibits proximal outcomes 
measuring teacher knowledge and attitudes of adolescent mental health needs. Likert-scale 
surveys and responses from open-ended survey questions will inform the outcome results of the 
study. Evaluation of the TEACH Mental Health Literacy Curriculum outcomes uses secondary 
teachers’ participation in one introductory module and six independent learning modules, a 30-
item confidential questionnaire designed to measure mental health knowledge completed before 
the training (i.e., pre-test) and immediately following (i.e., post-test). Measures also include eight 
items exploring attitudes related to mental illness, using a seven-point Likert Scale ranging from 
a strong positive response (7 points) to a strong negative response (1 point).   
The purpose of this embedded sequential mixed-method study is to facilitate the 
development of teacher knowledge of and attitudes towards mental health needs using an 
intervention focused on enhancing teacher's mental health literacy using the TEACH Mental 
Health Literacy Curriculum (Kutcher, Wei, McLuckie, & Bullock, 2013). Evaluation of the 
study will occur through the collection of quantitative data related to the intervention procedures 
and qualitative data related to the intervention experience; allowing this researcher to analyze the 
outcomes from each instrument and merge the results for a precise evaluation of the TEACH 
Mental Health Literacy Curriculum (Creswell & Plano Clark, 2011). Evaluation will employ a 
quasi-experimental quantitative design to collect data from both the pre-post-test and 
Devaluation Consumer Scales surveys. The use of SPSS 17 will occur to conduct a paired-
samples t-test to determine if significant differences exist in knowledge and attitudes between 




post-test data. The analysis will determine if there is a significant difference in how participants’ 
group scores differed between pre- and post-test responses. Analysis of the results will provide 
information critical in determining if the study successfully increases teacher knowledge of and 
attitudes towards mental health.  
Theory of Treatment 
 A theory of treatment (ToT) defines how an intervention promotes the outcome the study 
proposes by creating an overview of the procedures intended to aid the application of treatment 
(Leviton & Lipsey, 2007). The intervention ToT in this study aligns with Nerstrom’s (2014) 
Transformative Learning Model, which is part of the dissertation's theoretical framework. 
Mezirow’s (1978) transformation theory provides a framework for educators to reflect on how 
we create meaning from the psychological and sociocultural factors we are exposed to. By 
reflecting on the psychological and sociocultural assumptions that we create to make meaning in 
our lives, we can see how we develop particular views and facts that are not necessarily valid 
(Mezirow, 1978). Therefore, exposure to new psychological and sociocultural components 
within the TEACH Mental Health Literacy Curriculum program based on evidence will allow 
teachers with preconceived notions about mental health to question and expand upon what they 
previously thought to be true. 
The intervention targets teachers' current understanding of mental health and their 
attitudes towards individuals with mental health needs. The ToT for the intervention for the 
TEACH Mental Healthy Literacy program provides PD training that applies active learning tasks 
designed to increase educator’s knowledge of mental health disorders, improve attitudes towards 
individuals with mental health needs, and improve their self-efficacy beliefs that impacted the 




interventions that support screening procedures has been shown to improve teacher knowledge of 
mental health symptoms (Von Der Embse, Kilgus, Eklund, Ake, & Levi-Neilsen, 2018). 
Therefore, intervention goals aim to provide teachers with information on student mental health 
needs in the classroom setting through a PD that outlines behaviors associated with adolescent 
mental health needs and the steps necessary to provide identified students' support (Koller & 
Bertel, 2006). 
Using Borko’s (2004) four elements that contribute to successful PD programming, the 
intervention will specifically meet secondary teachers' needs unfamiliar with mental health 
behaviors and how to approach and direct students’ to necessary resources. The intervention will 
consider teacher participants' engagement, the implementation of an already existing intervention 
program, and the online environment in which the participants and the PD program co-exist 
(Borko, 2004). A series of modules addressing factors associated with adolescent mental health 
needs in the school setting is implemented over seven weeks to create ongoing connections for 
participants with the materials (Garet, Porter, Desimone, Birman, & Yoon, 2001). Teachers’ will 
gain the information necessary to recognize mental health symptoms, shift current assumptions 
contributing to mental health stigma, and support student engagement in the classroom (see 
Figure 4.4).  
Method 
This embedded sequential mixed method design includes surveys designed to collect data 
on indicators related to teacher knowledge of mental health, attitudes towards mental health, and 
satisfaction related to participation in a PD curriculum. Teachers’ will participate in a 30-
question survey both before the start of the intervention and immediately following. 




attitudes towards mental health. Post-module quizzes are utilized to track participant progress but 
will not determine the study’s outcomes. 
Measures or Instrumentation 
Mental health curriculum guide general questions.  All participants’ will complete a 
30-item confidential questionnaire to measure knowledge towards mental health and mental 
disorders (Kutcher & Wei, 2014, see Appendix L). Completion of the questionnaire will occur 
before the training and immediately following. Of the questionnaire items, all 30 items explore 
general knowledge about mental health and mental disorders related to the TEACH Mental 
Health Curriculum Guide's content. Knowledge questions are in the form of ‘true’ or ‘false.’ 
Examples of the general mental health items include, ‘Schizophrenia is a split personality’ (item 
9), ‘Diet, exercise and establishing a regular sleep cycle are all effective treatments for many 
mental disorders in teenagers’ (item 12) and ‘Serotonin is a liver chemical that helps control 
appetite’ (item 17). Data collected from this survey seeks to answer the question: How does 
teachers’ knowledge of mental health needs change after participation in the TEACH Mental 
Health Literacy Curriculum Guide program? (see Table 3.3) 
Devaluation of consumer scale. The Devaluation of Consumer Families Scale (DCFS) 
is an instrument first created by Struening et al. (2001) to measure alleged stigma towards 
individuals with mental health needs. Modification of the DCFS by Kutcher et al. (2013) 
occurred to make the survey more school-focused and uses an eight-item scale to capture teacher 
attitudes related to mental illness (see Appendix M). Testing completed by Chang et al. (2018) 
using Pearson Correlation confirmed the Devaluation of Consumer Scale's validity and 
reliability. The survey uses a seven-point Likert scale ranging from a strong positive response (7 




wording, and participants' disagreement with a statement depicts a positive attitude towards 
mental health. Examples of the attitudinal items include ‘Most people who have a mental illness 
are dangerous and violent’ (item 1) and ‘I would be willing to have a person with a mental illness 
at my school’ (item 2). Analysis of the calculation of a positive attitude score of 56 possible 
points will demonstrate higher scores representing positive attitudes and a decrease in stigma. 
Administration of the Devaluation Consumer Scale survey will occur prior to the start of the 
training and again after the training curriculum. Data collected from this survey will seek to 
answer the question: How do teachers’ attitudes towards mental health needs change after 
participation in the TEACH Mental Health Literacy Curriculum Guide program? (see Table 3.3) 
Overall Satisfaction Survey. Participants will complete a confidential Overall 
Satisfaction Survey specifically designed to measure teacher satisfaction with the professional 
development program (see Appendix N). The survey collects participant feedback regarding the 
training's overall satisfaction, the perceived impact on participants' professional practice, and 
open-ended comments related to participants' plans for professional practice related to the 
training. Participants’ will provide quantitative ratings on a five-point scale, with zero being poor 
and five being excellent. Examples of statements in the survey include ‘course activity was well 
organized’ (item 1) and ‘this activity increased the educator’s teaching’ (item 7). Participants’ 
will also provide qualitative data in the form of comments and suggestions for improvement. 
Data collected from this survey seeks to answer the question: To what extent do participants’ in 
the online TEACH Mental Health Literacy Curriculum view the training as satisfactory towards 





Participants’ in this study will consist of a convenience sample of all secondary teachers, 
administrators, staff development teachers in the East Coast Public Schools district, and 
voluntary participation. Participant eligibility in this study includes being a current employee at 
East Coast Public Schools, being a currently certified secondary education teacher and 
voluntarily selecting to be part of the study (see Appendix O). Teachers with only an elementary 
certification are not eligible to be part of the study. The convenience sampling procedures will 
allow for all qualifying participants who volunteer to access the study.  
Recruitment of participants’ will take place through outreach to each secondary principal 
in East Coast Public Schools. Principals’ will be provided an e-mail with the study's details and 
asked to share the e-mail with their staff through the school’s staff e-mail communication system 
(see Appendix P). Embedded in the e-mail provided to principals and potential participants will 
be a link to a Google form. The Google Form will allow interested participants to communicate 
their interests directly with this researcher. Once this researcher receives a notification via the 
Google Form, the participant will be enrolled in this researcher's online training classroom and 
receive a generic e-mail from this researcher notifying them of their enrollment and training 
timeline. Recruitment will take place over two weeks, and a reminder e-mail related to 
participation in the study will be sent to each principal for distribution to staff three days before 
the two-week recruitment cut-off. Participants in the study will be part of one large group 
without the use of a control group. 
A power analysis occurred using the program G_Power (Faul, Erdfelder, Lang, & 
Buchner, 2007). Given the significance level of α= .05, power, 1-β = 0.80, the number of groups 




analysis of covariance-based on a similar study (Wei, Carr, Alaffe, & Kutcher, 2019), the study 
requires a total sample size of n = 74 to achieve 80% power.  
Procedure 
This section presents an overview of the TEACH Mental Health Literacy Curriculum 
intervention, data collection, and data analysis methods to show the alignment between the 
research questions, measures used to operationalize the variables of interest, data collection, and 
data analysis. An outline of the TEACH intervention is below, including a timeline for 
implementation, professional development activities, and complete descriptions of data 
collection and analysis methods for this study's quantitative measures.  
Intervention 
TEACH intervention. Using a model established by Kutcher, Wei, McLuckie, and 
Bullock (2013), the TEACH Mental Health Literacy Curriculum Guide's implementation will 
consist of one introductory module and six self-paced professional development sessions. The 
training sessions will address teacher knowledge and attitudes associated with mental health. The 
intervention consists of four primary components: (a) pre-test and attitude survey; (b) 
participation in the one introductory module and the six online curriculum modules; (c) post-test 
and attitude survey; and (d) overall satisfaction survey (see Table 3.3). Once teacher participants’ 
have responded to the Google form included in the recruitment e-mail, teachers will be enrolled 
into the Canvas online classroom where the training modules are available. Each module is 
delivered in an online format and is self-paced. For participants’ to have access to the modules, 
they must first complete the participant agreement section that reviews their rights and 
responsibilities to the study (see Appendix Q). Completing the participant agreement section will 




weeks after starting the study. The intervention will allow participants to independently navigate 
information that aligns with expanding teacher knowledge and attitudes towards mental health 
needs. This section will describe the (a) pre-test and attitude survey; (b) participation in the six 
online curriculum modules; (c) post-test and attitude survey; and (d) overall satisfaction survey.  
Completion of each section will unlock the next module in the training sequence. 
Delivery of the curriculum information is embedded in a Nearpod presentation specifically 
designed to allow participants to engage with reflective activities. Reflective activities embedded 
into the TEACH modules include story prompts, written reflections, interactive games, visual 
demonstrations, and videos. The use of Nearpod as a delivery tool will enable this researcher to 
monitor participant progress throughout each module. Once participants’ have completed all the 
training modules, they will gain access to the post-test knowledge and attitude survey. 
Participants will receive reflection quizzes to test their understanding of the materials presented, 
composed of six true-false questions at the end of each module. Completion of the training will 
occur after participants complete the Overall Satisfaction survey. After the study, e-mails will be 
sent to each participant, notifying them of their completion and participation in the TEACH 
Mental Health Literacy Curriculum. Additionally, participants’ will receive a certificate of 
completion from this researcher and will have the option to share the certificate with their 
supervisors and have a record placed in their file if they choose to do so.   
Implementation science embedded in the study includes Bandura’s (1986) social 
cognitive theory related to direct experience and vicarious experience that provide participants 
with learning modules and behaviors they can connect to and feel comfortable with (Saunders, 
Evans, & Josi, 2005). Providing instruction to adult learners that embeds social context issues 




students’ social-emotional wellness and alter their previous personal biases when they receive 
opportunities to recognize the significance of PD training concerning their work (Stufflebeam & 
Shinkfield, 2007).  
Pre-test and attitude survey. The pre-test and attitude survey session consist of 30 true-
false questions related to mental health knowledge and eight Likert scale questions designed to 
measure participants' attitudes towards mental health. Access to the pre-test and attitude survey 
will occur automatically following participants' completion of the study's agreement 
requirements. The survey's location is in the Canvas online classroom, and completion of the 
pre-test section must occur before module one is unlocked. Participants’ will need to complete 
the initial survey no later than February 5, 2021. Pre and post-test data will be linked back to one 
another; therefore, participants’ will be assigned an ID number by the researcher for individual 
score comparisons. Details of the survey outcomes are in chapter five.  
Six online curriculum modules. The TEACH Mental Health Literacy Curriculum created 
by Kutcher et al. (2013) consists of one introductory model and six informational modules that 
occur in a specific order and include the following topics: Module 1: Introduction and 
Background, Module 2: Stigma and Mental Health, Module 3: Human Brain Development, 
Module 4: Understanding Mental Health, Mental Illness and Related Issues in Young People, 
Module 5: What is Treatment?, Module 6: Seeking Help and Providing Support, Module 7: 
Caring for Students and Ourselves. The online curriculum modules consist of several key 
features: (a) an overview providing a summary of the module; (b) a learning objectives list with 
specific understandings or competencies; (c) a major concepts section presenting the central 
ideas of the module; (d) recommended pre-engagement topic suggestions for teachers to review 




allow participants to interact and engage with the information in each module; (f) a 
supplementary material section that provides additional resources on the topics from the module; 
and (g) a self-assessment that allows for a comprehension check of the material in each module. 
The online modules format is designed to provide participants’ with engaging material 
that allows for interaction with the material presented and provides “meaning perspectives” 
(Mezirow, 1978, p. 101). Written reflections, matching games, video reflections, and drawing 
activities are embedded with the modules to create opportunities for participants to reflect on 
their past perspectives that may have contributed to a misleading understanding of mental health. 
Participants’ will access all materials through a secure online Canvas classroom that walks 
participants through the pre-post testing session and instructional modules. Participants’ will 
have access starting in early February 2021 and will need to complete all sessions by late March 
2021. Eustache et al.’s (2017) study found that teachers’ participating in training related to 
adolescent mental health needs provided feedback saying that they would prefer a professional 
development experience that went beyond the two and a half days their study provided. 
Considering the information presented by Eustache et al. (2017), the TEACH Mental Health 
Literacy Curriculum training presented in this study is scheduled as a seven-week intervention. 
Participants’ will receive weekly reminder e-mails regarding their progress and timeline for 
completion. Complete program materials for each module are online at 
https://static1.squarespace.com/static/5b2bb5c35417fcce408531f8/t/5c2f66a02b6a28fb88beeae1/
1546610345149/FINAL+-+Full+online+version+%28Jan+2019%29.pdf 
Post-test and attitude survey. The post-test and attitude survey session consists of 30 
true-false questions related to mental health knowledge and eight Likert scale questions designed 




the training.  The survey is part of the post-test session that takes place after participants 
complete module seven. Participants’ will need to complete the final survey no later than March 
19, 2021. Pre and post-test data will be linked back to one another; therefore, participants will 
require an ID number for individual participant score comparisons. Details of follow-up findings 
from the surveys are in chapter five. 
Overall satisfaction. Administration of the Professional Development Feedback Form via 
the online Canvas classroom quiz tool will occur after participants’ complete the post-test survey 
session in March 2021. Participants’ will respond to four Likert scale questions related to 
participant satisfaction of the TEACH Mental Health Literacy Curriculum training, eight Likert 
scale questions related to the impact the training had on participants' professional practice, and 
six open-ended questions related to the relevancy of the training within the participant's 
professional context. The survey seeks to answer the outcome evaluation question related to the 
extent participants’ in the TEACH online professional development curriculum view the training 
as satisfactory towards a professional need. 
Data Collection  
Data collection will occur using three survey methods: (a) 30 true-false questions; (b) 
eight Likert scale questions; and (c) 11 Likert scale questions with six open-ended responses (see 
Table 3.2). To maintain the participant's confidentiality, identifying information is turned off 
within the online classroom. Storage of all information related to the study is on a password-
protected computer that only this researcher can access. Participants’ will not be able to view the 
other participants in the study and will not have access to data related to survey results. 
Pre-post-test survey. The Pre-Post Test Survey will be administered via a virtual Canvas 




of 30 questions that measure participants' knowledge of mental health. Questions are structured 
as ‘true,’ ‘false.’ Participants’ can achieve a maximum 30-point score on the questionnaire. The 
survey seeks to answer the process evaluation question related to how teachers’ knowledge of 
mental health needs changes through participation in the TEACH Mental Health Literacy 
Curriculum Guide program. 
Mental health attitude survey. The mental health attitude survey will be completed via  
a virtual Canvas classroom using the built-in quiz tool (February 2021 and March 2021). For 
analysis purposes, the eight-question Likert scale survey results are multiplied by seven to create 
a possible total positive attitude score of 56 (Kutcher et al., 2013). The survey seeks to answer 
the process evaluation question related to how teachers’ attitudes towards mental health needs 
change after participation in the TEACH Mental Health Literacy Curriculum Guide program. 
Satisfaction survey. The Overall Satisfaction Survey for Educators consists of 12 Likert 
scale questions related to participants' overall satisfaction in the TEACH Mental Health Literacy 
Curriculum Guide program. Participants’ will answer four questions regarding participant 
satisfaction and eight questions relating to their professional practice impact. Participants’ will 
provide quantitative ratings on a five-point scale, with one being poor and five being excellent. 
The survey concludes with six open-ended questions related to the training that allows 
participants’ to expand on their overall experience. Access to the survey is made available in the 
online classroom immediately following completion of the post-test surveys.  
Data Analysis  
The data analysis consists of quantitative analysis using statistical testing and qualitative 
thematic coding to evaluate the study's four research questions (Creswell, Klassen, Plano Clark, 




constructs occurs using a research summary matrix (see Figure 4.2). This embedded sequential 
design (Creswell & Plano Clark, 2011) aims to use a two-phase sequential approach to collect 
and analyze quantitative data at the end of the training to answer the study's different research 
questions (Creswell & Plano Clark, 2011). Evaluation of the TEACH professional development 
outcomes, which focuses on improving teacher knowledge of adolescent mental health needs, 
will occur through a pre-post-test evaluation.  Evaluation consists of using a casual 
comparative/quasi-experimental quantitative design that uses SPSS 17 to conduct a paired-
samples t-test to determine if significant differences exist in knowledge and attitudes between 
pre-and post-surveys.  
How do participants rate their level of overall engagement in the TEACH online 
professional development training? 
Scoring of the Overall Satisfaction survey will occur using assigned numerical values for 
each response. Cronbach’s alpha will be applied to determine internal consistency amongst 
participants' responses. Kendall's coefficient of concordance, a non-parametric statistic, will 
assess the agreement among participants' satisfaction with the TEACH Mental Health Literacy 
Curriculum (Corder & Foreman, 2009). The use of descriptive statistics will take place to 
visually examine participants' views of engagement in the TEACH Mental Health Literacy 
Curriculum.  
Qualitative data coding. Qualitative data in the form of open-ended questions on the 
Overall Satisfaction survey will be collected, read, and reread to develop a general understanding 
of the responses through the use of a deductive and inductive coding process. (Creswell & Clark, 
2011). The establishment of thematic coding will occur using the Textalyser tool. The Textalyser 




in participants' open-ended responses.  Implementation of a prominence rating assigned by 
Textalyser will determine the significance of participant's statements and help determine 
reoccurring topics. Identification of salient themes will occur using a spreadsheet system by 
Hotjar specifically made to examine open-ended responses. The aim of analyzing the qualitative 
data using Grenier's (2018) Hotjar analytical is to gain insight into emergent themes embedded 
within-participant responses specific to their rating of engagement in the intervention. An 
analytical spreadsheet will support creating a qualitative codebook used to examine participant 
ratings of engagement. Removal of participants’ identifying factors will occur before data 
analysis. 
How many participants in a self-paced online professional development training completed 
the training in its entirety? 
Canvas analytics will examine the amount of time participants are logged on and engaged 
with the training materials. Participant completion of the intervention will be analyzed using a 
percentage and compared to the number of participants who did not complete the training 
protocol. Descriptive statistics will demonstrate the level of dose experienced by participants. 
How does teachers’ knowledge of mental health needs change after participation in the 
TEACH Mental Health Literacy Curriculum Guide program?  
Statistical tests. Measurement of the TEACH Mental Health Curriculum Guide pre and 
the post-test survey will occur using a questionnaire comprised of 30 questions, and requires 
educators to choose from one of two options: ‘true’ or ‘false.’ Each correct answer will receive 
one point for a total possible score of 30 points. Data analysis of participants' scores will occur 




exists in mental health knowledge between pre and post-test surveys. Cronbach’s alpha will 
determine internal consistency amongst participants' responses.  
How do teachers’ attitudes towards mental health needs change after participation in the 
TEACH Mental Health Literacy Curriculum Guide program? 
Statistical tests. The Devaluation of Consumers scale (Appendix M) asks participants 
eight questions assessing an individual’s attitudes toward mental health and mental illness. The 
questions measuring attitude ask participants to select from a 7-point Likert scale ranging from 
‘strongly disagree’ to ‘strongly agree.’ Calculation of a total positive score out of 56 will 
determine participants' attitudes toward mental health and mental illness. Higher scores are 
associated with positive attitudes and less stigma. Three questions will be reverse-scored to 
ensure the engagement of participants with the survey questions. Data analysis of participants' 
scores will occur using SPSS statistics to conduct a paired-samples t-test to determine if a 
significant difference exists in mental health knowledge between pre and post-test surveys. 
Cronbach’s alpha will determine internal consistency amongst participants' responses.  
Conclusion 
The TEACH Mental Health Literacy Curriculum intervention design aims to improve 
educators’ mental health literacy related to understanding mental health disorders and their 
prescribed treatments, reduce mental health stigma, and increase help-seeking efficacy within the 
school setting. Implementation of the TEACH Mental Health Literacy curriculum will expand 
current research examining teacher training programs associated with adolescent mental health 
and provide context to studies in the United States. The implementation of an embedded 
sequential mixed method design approach supports the research questions of this study. Chapter 




include participant involvement with (a) pre-test and attitude survey; (b) participation in the one 
introductory module and the six online curriculum modules; (c) post-test and attitude survey; and 
(d) overall satisfaction survey (see Table 3.3). The intervention framework includes Mezirow’s 
(1978) transformation theory, using Nerstrom’s (2014) Transformative Learning Model, and 
Bandura’s (1986) social cognitive theory to provide a foundation for examining the impact 
professional development can have on teachers' ability to increase their knowledge and shift their 
attitudes to mental health.   
Measures include surveys, open-ended feedback, and participation in one introductory 
and six modules to determine teachers’ mental health knowledge and attitudes towards mental 
health that impact their ability to support students with mental health disorders within the school 
setting. Data analysis will consist of quantitative analysis using statistical testing and qualitative 
thematic coding to evaluate the study's three research questions (Creswell, Klassen, Plano Clark, 







Findings and Discussion 
The purpose of this dissertation study is to facilitate the development of teacher 
knowledge and attitudes towards mental health needs using an intervention focused on enhancing 
teacher's mental health literacy, using the TEACH Mental Health Literacy Curriculum (Kutcher, 
Wei, McLuckie, & Bullock, 2013). The Mental Health & High School Curriculum Guide created 
by Kutcher et al. (2013) consists of one introductory model and six informational modules that 
occur in a specific order. Data collection occurred by applying a pre-test and Devaluation of 
Consumer Scales survey, post-test and Devaluation of Consumer Scales survey, and Overall 
Satisfaction survey. This chapter presents the implementation, findings, and discussion of 
outcomes from this study. Additionally, a discussion focused on strengths, limitations, and 
implications for future practices and research. As stated in Chapter four, the following research 
questions are the basis for analyses within this chapter. 
RQ1: How do participants rate their level of overall engagement in the TEACH online 
professional development training? 
RQ2: How many participants in a self-paced online professional development training 
completed the training in its entirety? 
RQ3: How does teachers’ knowledge of mental health needs change after participation in 
the TEACH Mental Health Literacy Curriculum Guide program?  
RQ4: How do teachers’ attitudes towards mental health needs change after participation 




Process of Implementation 
The intervention was scheduled to take place over seven weeks but occurred over four 
weeks from late February 2021 to mid-March 2021 due to circumstances related to COVID-19. 
Fifteen participants began the TEACH Mental Health Literacy Curriculum training. However, of 
the 15 participants, only 12 participants completed the training in its entirety and contributed 
both pre-and post-intervention data to evaluate their knowledge and attitudes towards mental 
health. The same 12 participants provided data related to the overall satisfaction survey after the 
training. The 15 teacher participants (six male and nine female) were all certified secondary 
teachers employed within the same district (see Table 5.1). Having less than 74 participants 
resulted in the study not achieving its desired power.  
During the intervention period, this researcher facilitated regular communications with 
participants’ using the virtual classroom messaging tool. The participants’ completed one 
introductory model and six informational modules specifically related to mental health. 
Additionally, participants’ completed self-assessment quizzes at the end of each module to assess 
their understanding of the information presented in each module. Data collection came from 
participants’ completing a pre-test and Devaluation of Consumer Scales survey, post-test and 
Devaluation of Consumer Scales survey, and Overall Satisfaction survey. Participants’ navigated 
the entirely virtual training at a pace that best met their individual needs, with an original 
completion due date of April 14, 2021. However, due to East Coast Public Schools mandates 
related to COVID-19 occurring after the study's start, participants’ had voluntarily submitted 
materials by March 20, 2021, or had notified this researcher of their plan to withdraw from the 






Participants’ were recruited through the outreach to all secondary principals’ in East 
Coast Public Schools where the study was occurring. Principals’ received an e-mail outlining the 
details of this study and were asked to forward the e-mail to their staff through the school’s staff 
e-mail communication system. Included in the principals' e-mail to share with potential 
participants was a link to a Google form. The Google form allowed participants’ to communicate 
their interests directly with this researcher. Once this researcher received notification from 
participants’ via the Google Form, the participant was enrolled in this researcher's online training 
classroom and provided a generic e-mail from this researcher that notified them of their 
enrollment in the study and a timeline for completion. Recruitment took place over two weeks, 
and a reminder e-mail related to participation in the study was sent to each principal for 
distribution to staff three days before the two-week recruitment cut-off.  
Virtual Setting 
The virtual setting was developed using an online learning platform called Canvas. 
Canvas was already part of every teacher's operating procedures in East Coast Public Schools 
and therefore did not cause any learning curve or operational difficulties for the users. Canvas 
provided tools for this researcher to track each participant's amount of time on the training site 
and allow for modules to be locked and regulated based on the participants' completion of 
previous modules. Data collection tools were embedded directly into Canvas and allowed 
participants’ to be fully independent once they were officially enrolled in the training site.  
Training Completion 
 Completion of the study was to occur over a seven-week timespan. However, 




after four weeks. A week after the study's research collection phase had begun, a district 
announcement was made notifying teachers’ that they would be returning to in-person learning 
after a year of remote working. Of the 23 participants who had initially signed up and provided 
consent to be part of the study, only 15 participants began the intervention protocol. Of the 15 
participants’, only 12 individuals’ completed the study in its entirety. All other participants’ 
notified this researcher of their decision to be removed from the study, noting stressors related to 
the demands of returning to their physical school building.  
Findings 
Quantitative findings were collected through surveys and time management tools 
supplied by Canvas. Qualitative findings came from the Overall Satisfaction survey, and 
descriptive statistics used to code the qualitative data and support quantitative findings. 
Determinations from the study are organized below by research question.  
Research Question One: Teacher Engagement in Professional Development 
The quantitative and qualitative findings for research question one (RQ1) indicate that 
92% of the participants found the TEACH Mental Health Literacy Curriculum training engaging, 
despite two participants feeling that the TEACH Mental Health Literacy Curriculum materials 
were either too long or not applicable to their position. In this section, the question, “How do 
participants rate their level of overall engagement in the TEACH online professional 
development training?” is explored. Zhang et al. (2011) suggest evaluating the extent to which 
the study participants are willing to accept the presented information and implement it into 





Analysis of teachers’ overall engagement in the TEACH Mental Health Literacy online 
professional development training took place using the Overall Satisfaction Survey. The survey 
is designed as a five-point Likert scale (1=poor; 5=excellent) and consists of 12 Likert scale 
questions related to participants' overall satisfaction in the TEACH Mental Health Literacy 
Curriculum Guide program. To determine the TEACH program's perceived overall engagement 
level, participants’ answered four Likert scale questions related to participant satisfaction and 
eight questions related to their professional practice impact (see Table 5.1). The survey 
concluded with six open-ended questions related to the training that allowed participants’ to 
expand on their overall experience, with emphasis placed on the questions asking, “What do you 
feel is your level of engagement with the material in relation to the time spent participating in the 
training?” (see Table 5.2). 
To test the survey's internal consistency, Cronbach’s alpha was used and resulted in an 
excellent internal consistency (α = .97). To evaluate the agreement among participants in relation 
to their survey response questions specific to engagement with the TEACH Mental Health 
Literacy Curriculum, Kendall's coefficient of concordance, a non-parametric statistic, was used 
(Corder & Foreman, 2009). Analysis of participants satisfaction survey determined that a 
positive relationship existed between participants and their survey responses associated with 
engagement in the TEACH Mental Health Literacy Curriculum training (Kendall’s W= 0.16). 
Additional analysis of participant responses from the Overall Satisfaction Survey was treated as 
continuous variables. The focus was placed on descriptive statistics examining the survey 
responses' overall satisfaction mean, standard deviation, and p-value (M= 4.62, SD= .77, p= .00). 
Data outcomes from the Overall Satisfaction survey demonstrated participants' general 




participants’ ranked the various sections related to participant satisfaction and impact on 
professional practice a four out of five possible points. The question asking participants’ if “all 
necessary materials/ equipment/ resources were provided or made readily available” had the 
highest positivity response (M= 4.83, SD= .57). The Overall Satisfaction Survey had the 
potential to receive a maximum score of 60 from participants. Analysis of participants' feedback 
demonstrated a high level of engagement and benefited from participating in the training (M= 
55.42, SD= 7.05).  
Qualitative data examining participants' overall engagement in the TEACH Mental 
Health Literacy Curriculum training was collected using six open-ended questions on the Overall 
Satisfaction Survey. To analyze the qualitative data collected from participants, survey responses 
were collected, read, and reread to develop a general understanding of the responses using a 
deductive and inductive coding process. (Creswell & Clark, 2011). The establishment of 
thematic coding occurred using the online Textalyser tool that identified the five most common 
words and frequency statements recorded in participants' open-ended responses. Focus was 
placed on question five in the survey, which asked participants, “What do you feel is your level 
of engagement with the material in relation to the time spent participating in the training?”. 
Salient themes found by the Textalyser tool include “Reflection/Re-Evaluation,” “Highly 
Engaging,” and “Overall Understanding.” Themes went into Grenier’s (2018) Hotjar spreadsheet 
system to track the frequency in which teachers had similar keywords in their responses. 
Qualitative data outcomes (see Table 5.3) associated with participant engagement with 
the training found that 68% of the comments related to the level of engagement with the material 
focused on participants' feelings of being engaged with topics presented in the TEACH Mental 




comments such as, “This was very highly engaging, and while there is a lot of material to get 
through, it is all very important and connects together well!”. Further investigation of 
participants’ level of engagement found that 15% of participant responses included mentions of 
time restraints related to their return to the physical school building, that contributed to feelings 
of being disengaged in the intervention, “I would have liked a longer period to work on the 
material, but with all that is being asked of me during the pandemic, and return to school, I did 
not have the time to give it my full attention.” Additionally, one participant mentioned that they 
felt the training was too long, “Very engaging at first, but it is too long, too wordy.” While 8% of 
the participants thought that the training did not apply to their role, “My level of engagement is 
marginal, mental health issues are handled by professional staff in schools.” 
Research Question Two: Teacher Completion of Professional Development 
The quantitative findings for research question two (RQ2) indicate that participants’ did 
not use the full extent of the time allotted to them to complete the online training. The 12 
participants who completed the study in its entirety spent an average of five and half hours 
towards completing the online training. Analyzing teacher participants' experiences with the 
TEACH Mental Health Literacy Curriculum also includes examining the implementation of 
dose, the degree to which participants complete the training intervention (Dusenbury et al., 
2003). Evaluation of dose within this study is examined through the question, “How many 
participants in a self-paced online professional development training completed the training in its 
entirety?”.  
Steckler et al. (2002) define dose delivered as the amount of time each participant spends 
on provided training modules. Tracking the time spent engaged in the TEACH Mental Health 




initially enrolled in the online training classroom, 15 participants’ engaged in the online training. 
Of the 15 participants that provided data, only 12 participants’, or 52% of the original 
participants’, completed the training in its entirety. Participants’ were scheduled to have seven 
weeks to engage with the materials fully and complete the training at their own pace. The 
projected amount of time allotted for completing the TEACH Mental Health Literacy Curriculum 
was eight and a half hours. After four weeks, the 23 original participants’ had either completed 
the training or notified this researcher of their decision to withdraw from the study.  
Research Question Three: Teacher Knowledge of Mental Health Needs 
The quantitative findings for research question three (RQ3) indicate that there was a 
statistically significant improvement (p < .03) in participants' knowledge of mental health as 
measured by the TEACH post-test assessment. In this section, the question, “How does teachers’ 
knowledge of mental health needs change after participation in the TEACH Mental Health 
Literacy Curriculum Guide program?” is explored. As part of the demographics survey, 
participants’ were asked if they had participated in previous mental health training. Knowing if 
participants had previous mental health training exposure provides context in relation to 
understanding participants' prior knowledge of mental health related to understanding and 
identifying factors associated with mental health. Six of the participants (40%) indicated that 
they had not previously participated in prior professional development training related to mental 
health.  
To determine if a difference existed in participants’ mental health knowledge pre- and 
post-assessment data from the pre/post-test knowledge assessment was analyzed using a paired-
samples t-test in SPSS 17. Quantitative outcomes (see Table 5.4) from the paired-sample t-test 




(M= 19.50, SD= 3.39) and post-test (M= 20.75, SD= 3.59) assessment scores (t = 2.38, p <.03).  
Across the pre- and post-test results, scores ranged from 13 to 27, with 30 being the highest score 
possible. In total, seven of the participants (58%) improved their mental health knowledge scores 
by one or more points between pre-test and post-test. The increase in participant scores is 
significant in demonstrating the impact exposure to the TEACH Mental Health Literacy 
Curriculum has on participant understanding of the presented materials. Three participants’ did 
not submit post-test scores for comparison to their pre-test scores. Using Cronbach’s alpha, the 
current sample's internal consistency reliability is α = .92, which is an excellent internal 
consistency. 
Although the qualitative data collected from participants’ was not specific to the 
knowledge survey, several participants’ did provide comments specific to topics they felt the 
TEACH Mental Health Literacy Curriculum supported their understanding of. A question on the 
Overall Satisfaction Survey, asks participants “What new ideas have you gained and how do you 
plan to implement these new ideas in your job or training capacity?”. Responses from 
participants’ include several examples of knowledge acquisition from the stance of the 
participant and include responses such as, “I enjoyed learning more about stigma, and the 
different ways stigma can look” and “Knowing more about self-care and its importance was an 
important topic for me to read about, especially given all that teachers and students are currently 
going through.”  
Research Question Four: Teacher Attitudes Towards Mental Health Needs 
The quantitative findings for research question four (RQ4) indicate that there was a 
statistically significant improvement (p < .04) in participants' attitudes of mental health as 




attitudes towards mental health needs change after participation in the TEACH Mental Health 
Literacy Curriculum Guide program?” is explored. To understand the effect the TEACH Mental 
Health Literacy intervention had on participants' attitudes, each participant completed The 
Devaluation of Consumers scale before the start of the intervention. The Devaluation Consumer 
scale asks participants eight questions designed to assess mental health and mental illness 
attitudes. Participants’ used a 7-point Likert scale ranging from ‘strongly disagree’ to ‘strongly 
agree.’ Calculation of a total score out of 56 determines participants' attitudes toward mental 
health and mental illness, with higher scores associated with positive attitudes and less stigma. 
To determine if a difference existed between pre and post devaluation surveys, SPSS 17 
was used to conduct a paired-samples t-test to examine participants' attitudes towards mental 
health. Quantitative outcomes (see Table 5.5) from the paired-sample t-test indicate that there 
was a statistically significant improvement in attitudes towards mental health between pre (M= 
47.83, SD= 8.94) and post-test (M= 50.58, SD= 8.44) assessment scores (t = 2.22, p <.04). 
Across the pre- and post-test survey results, scores ranged from 26 to 56, with 56 being the 
highest score possible. In total, seven of the participants (58%) improved their attitudes towards 
mental health by one or more points between pre-test and post-test. The increase in participant 
scores is significant in demonstrating the effect exposure to the TEACH Mental Health Literacy 
Curriculum has on participants' views towards mental health topics. Three participants’ did not 
submit post-test attitude surveys for comparison to their pre-test score.  Using Cronbach’s alpha, 
the current sample's internal consistency reliability is α = .79, an acceptable internal consistency. 
Using the same measure, a previous psychometric study extracted two factors of the attitude 
measure that accounted for 50.41% of the variances, with internal consistency reliability α = .70 





This study's findings indicate that exposure to structured information that asks teachers’ 
to expand, question, and creates new outlooks, as aligned with Nerstrom’s (2014) 
Transformative Learning Model, may increase participants' knowledge and affect their views of 
mental health. Research question one sought to understand the level of overall engagement 
participants perceived through their interaction with the TEACH online professional 
development training. Qualitative findings demonstrate an overall satisfaction from participants’ 
and that a positive relationship existed between participants’ and their survey responses 
associated with engagement (Kendall’s W= 0.16). The TEACH Mental Health Literacy 
Curriculum design provides participants with opportunities for exposure to new perspectives. 
The exposure to new perspectives engages participants’ in questioning their previous 
assumptions (Mezirow, 1978; Nerstrom, 2014). By exposing participants’ to an activity meant to 
break down old thought patterns, there is often a chance for resistance (Larrivee, 2000). 
However, despite the potential for resistance to be present in the data collected, participants 
demonstrated engagement in the transformative learning process by critically assessing their 
previous assumptions and being open to information processing that challenges those 
assumptions (Mezirow, 1978; Nerstrom, 2014). Additionally, qualitative outcomes from question 
one found that 68% of participants’ viewed the TEACH Mental Health Literacy Curriculum as 
engaging and worth the time they spent emersed in the materials.  
In response to research question one, participants’ discussed their level of engagement 
with the module associated with mental health stigma, “I very much enjoyed the module related 
to stigma and mental health, as I have witnessed other professionals and students within my 




without understanding who my students are aside from their disability. I want to continue sharing 
that information to ensure that everyone understands that we all are at risk from having a mental 
health challenge, as well as anyone who does have a diagnosis is most of all still human - they 
are not less!”. Bandura (1977) discusses the impact of positive and negative experiences on an 
individual’s self-efficacy and how that experience can affect how individuals implement a given 
task related to their experience. Positive data outcomes associated with participant engagement 
with the TEACH Mental Health Literacy Curriculum are important since how participants view 
their experience can directly impact their self-efficacy beliefs towards successfully implementing 
the information learned during the training.  
Research question two, which examines participants' overall completion of the TEACH 
Mental Health Literacy Curriculum, focuses on the amount of dose or time participants’ spent 
towards completing the TEACH training. Of the original 23 participants’ that consented to 
participate in this research study, only 52% completed the training in its entirety. Analysis of 
participants’ time spent engaged with the training materials reveals that participants’ did not 
utilize the maximum amount of time provided to them for completion of the training and may 
affect the full potential participation in the TEACH Mental Health Literacy Curriculum can have 
on participants' knowledge of and attitudes towards mental health. However, despite participants’ 
not utilizing the amount of time provided to them in its entirety, outcomes from the data 
demonstrate a significant improvement in both participant's knowledge of and attitudes towards 
mental health. Given the improvement in participants' outcomes, reducing the time provided to 
participants’ to complete the training in the future could occur. 
Research question three specifically examines the impact the TEACH Mental Health 




findings for research question three indicate a statistically significant improvement (p < .03) in 
participants' knowledge of mental health as measured by the TEACH post-test assessment. An 
examination of the quantitative data suggests that participation in the TEACH Mental Health 
Literacy Curriculum can increase participants' mental health knowledge. Participant awareness 
of their change in knowledge primarily occurred during examining participants' qualitative 
responses provided on the Overall Satisfaction Survey. One participant reported that 
“Understanding the importance of student well-being and mental health will help shape 
responses to various situations. It will enhance flexibility with assignments and workload.” The 
increase in participant knowledge can account for participants' willingness to acquire new 
knowledge and act on their newfound beliefs. This acquisition of new knowledge is one of the 
phases discussed by Mezirow (1978) concerning his transformation learning theory. The increase 
in participants’ scores from their mental health knowledge pre-assessment to post-assessment 
suggests that participants’ recognized the need to question their previous assumptions about 
mental health and develop new assumptions towards mental health that allow them to understand 
better the needs of those impacted by mental health.  
Research question four examines the impact the TEACH Mental Health Literacy 
Curriculum has on improving participant attitudes towards mental health. The quantitative 
findings for research question four indicate a statistically significant improvement (p < .04) in 
participants' attitudes towards mental health as measured by the Devaluation of Consumer Scales 
survey. However, it is important to note that the elevated p-value in this analysis may be due to 
three of the survey's questions being reversed analyzed and participants' failure to read the 
statement. Like the increase in participant knowledge of mental health, the improvement in 




participants’ are willing to acquire new information and act on their newfound beliefs. The 
increase in participants’ scores from their Devaluation Consumer Scale pre-assessment to post-
assessment suggests that participants’ recognized the need to question their previous assumptions 
related to individuals with mental health needs and develop new assumptions that allow them to 
understand better the needs of those impacted by mental health disorders. 
Although this study was not structured to assess participants' application of their 
increased knowledge and improved attitudes towards mental health, this researcher's distal 
outcome includes improving participants' self-efficacy in their ability to recognize and respond 
to students in need of mental health support. This goal of increased self-efficacy comes from the 
merging of Mezirow’s (1978) final phase in his transformation learning theory that discusses 
individuals gaining confidence from continued successful application of their newly developed 
assumptions, and Bandura’s (1977) self-efficacy theory that discusses the impact emotional 
states can have on an individual’s ability to gain and build confidence. As participants recognize 
and act on their students' mental health needs, they will likely experience feelings of emotional 
satisfaction that continue to build upon their self-efficacy associated with understanding student 
mental health needs.  
Discussion 
The section below presents the findings from this study and links the outcomes with the 
current literature surrounding professional development practices specific to increasing teacher 
understanding of adolescent mental health needs. This section expands on the potential growth 
associated with mental health topics that teachers’ can experience through participation in the 
TEACH Mental Health Literacy training. Using Mezirow’s (1978) transformation theory in 




social cognitive theory as a framework for the TEACH intervention, major findings from this 
study are below.  
Teacher Development 
For this study's purposes, teacher development depended on participant growth in teacher 
knowledge of mental health and attitudes towards mental health. Outcomes from this study 
suggest that there was a statistically significant increase of mental health knowledge between 
participants in the TEACH Mental Health Literacy Curriculum’s pre (M= 19.50, SD= 3.39) and 
post-test (M= 20.75, SD= 3.59) assessment scores (t = 2.38, p <.03), despites 60% of 
participants’ having exposure to previous mental health training. Overall, seven participants’ 
(58%) improved their mental health knowledge scores by one or more points between pre-test 
and post-test. Three participants’ did not submit post-test scores for comparison to their pre-test 
scores.  
The significant improvement (p < .036) in participants' knowledge of mental health as 
measured by the TEACH post-test assessment would indicate that participation in a professional 
development program occurring through the TEACH Mental Health Literacy Curriculum can 
strengthen participants' knowledge of mental health factors related to recognizing, 
understanding, and acting towards signs and symptoms of mental health disorders. Given the 
need discussed in the problem of practice to identify supports focused on identifying early sign 
of mental health concerns in secondary school-aged students, professional development using the 
TEACH Mental Health Literacy Curriculum can address gaps in teacher’s mental health 
knowledge that could potentially increase earlier identification of students’ displaying mental 
health needs. (Kessler et al., 2005; Kutcher et al., 2015). The increase in teacher knowledge of 




Participants chose not to utilize the full amount of time provided to them for completion of the 
training, and as a result, may have missed opportunities to engage with materials critical to 
increasing knowledge or improving attitudes towards mental health.  
Participants’ completed the Devaluation of Consumers scale survey, which measures 
participants' attitudes towards mental health factors before and after completing the intervention. 
A higher score (out of 56) on the survey is associated with having a positive attitude towards 
mental health and views that are less stigmatizing of those with mental health needs. Outcomes 
from the comparison of participants' pre-and post-intervention results demonstrated a statistically 
significant improvement in attitudes towards mental health between pre (M= 47.83, SD= 8.94) 
and post-test (M= 50.58, SD= 8.44) assessment scores (t = 2.22, p <.04). Seven participants’ 
(58%) improved their mental health attitudes by one or more points between pre-test and post-
test. The significant improvement (p < .04) in participants' attitudes towards mental health 
factors as measured by the Devaluation of Consumer scale would indicate that participation in 
the TEACH Mental Health Literacy Curriculum has the ability to improve participants' attitudes 
towards mental health and those diagnosed with mental health disorders. All teachers develop 
personal biases that shape their attitudes towards mental health issues (Almager, 2018). 
Providing access to professional development programs such as the TEACH Mental Health 
Literacy Curriculum provides teachers’ with an opportunity to engage with reflective activities 
associated with how their attitudes towards mental health impact their reactions to students’ 
displaying a need for support (Gabbidon et al., 2013; Frauenholtz et al., 2015).  
The increase in teacher knowledge of mental health and the improvement of their 
attitudes towards mental health occurred through the type of engagement Nerstrom (2014) 




through the questioning of standing beliefs and the creation of a new outlook. In this study, 
participants’ were provided expansion opportunities through engagement with the training 
material. Activities for engagement included written reflections based on personal experience 
and story prompts, matching games, video reflections, and visual aids. By creating a space for 
teachers to expand, question, and create new outlooks, they can enter the transformative learning 
cycle (Nerstrom, 2014). Along with consideration of Bandura’s (1986) social cognitive theory, 
outcomes from the TEACH Mental Health Literacy Curriculum training support Stufflebeam and 
Shinkfield’s (2007) belief that teachers can support students social-emotional wellness and alter 
their previous personal biases when they receive opportunities to recognize the significance 
professional development can have on their work and understanding of a given topic.   
Teacher development towards understanding mental health needs may have occurred 
through participation in this study and changes in participants' personal views of mental health. 
This initial change in personal views is embedded in Mezirow’s (1991) transformation theory 
and demonstrates how participation in professional development can shape educators in 
becoming authentic, individuated, and critically reflective practitioners (Cranton & King, 2003). 
This study's objective was for participants’ to shift their views of mental health by facilitating the 
development of teacher knowledge and attitudes towards mental health needs using an 
intervention focused on enhancing teacher's mental health literacy, using the TEACH Mental 
Health Literacy Curriculum (Kutcher, Wei, McLuckie, & Bullock, 2013).  
Implications for Practice and Future Research 
Implications for practice related to the TEACH Mental Health Literacy Curriculum 
demonstrate a substantial potential for the TEACH program to increase teacher knowledge 




disorders. Conclusions from participants demonstrate how participation in the study could 
influence their future work with students. For example, one participant expressed the value they 
saw in the TEACH Mental Health Literacy Curriculum and said, “This curriculum was great! I 
wish all educators would have to take it! With the ideas that I have gained from the training, I 
want to help my students (who have mental health diagnoses) better understand themselves, how 
the world perceives them, and how best to self-advocate for themselves after high school. This is 
my main focus in working with students, but the information presented gave me more significant 
facts to assist my students in understanding their own mental health and the world around them”.  
Implications from this study demonstrate the added value in accessing the TEACH 
Mental Health Literacy Curriculum through an online platform. Although the TEACH program 
can currently be accessed online through The University of British Columbia, there is no online 
programming tailored for individuals located outside of Canada. The TEACH Mental Health 
Literacy Curriculum format for this study allowed for the information presented to be specific to 
educators in the United States. The use of Nearpod, an online presentation tool designed to aid 
educators’ in creating interactive lessons, allowed for the placement of engaging and reflective 
activities to be placed within the training’s modules. Additionally, the use of Nearpod allows the 
facilitator to monitor participant engagement and design the module in such a way that 
participants’ cannot skip past the sections where they must engage with the content. Participants’ 
in the study demonstrated a shift in their development of mental health understanding using the 
tools utilized for delivery even though 60% of the participants participated in a previous mental 
health training. Participant feedback includes considering reducing the amount of reading 
associated with the learning modules and using engaging tools such as Nearpod. The TEACH 




the information they require to aid students experiencing mental health concerns in the 
classroom.  
Given that most TEACH Mental Health Literacy Curriculum participants found value in 
the program and will likely transfer their new knowledge and understanding into the classroom, 
there is a higher likelihood that more students’ in need of mental health help are identified for 
support sooner. Literature discussing interventions specific to supporting screening procedures 
has been shown to improve teacher knowledge of mental health symptoms (Von Der Embse, 
Kilgus, Eklund, Ake, & Levi-Neilsen, 2018). Placing importance on providing teachers with 
professional development opportunities that emphasize self-efficacy and teacher’s perception of 
their abilities should occur (Bandura, 1993). When teachers receive opportunities for support and 
guidance on the topic of mental health, research shows improvement in their ability to identify 
and respond to students in need of mental health support (Armstrong, Price, & Crowley, 2015). 
By making professional development specific to understanding adolescent mental health needs a 
priority, teachers’ will gain the skills necessary to help destigmatize mental health and identify 
students’ displaying mental health symptoms at earlier stages. 
Future research related to the TEACH Mental Health Literacy Curriculum should 
increase the sample size of the participants studied. Due to outcomes associated with COVID-19, 
participants’ in the study were asked to return to their physical work locations after a year of 
teaching remotely soon after the start of the study. As a result, participation was impacted and 
ultimately led to having a low sample size. However, there is minimal research examining the 
impact of mental health training programs on teachers' ability to support students with mental 




limited distracting factors is needed to further the research on the impact mental health training 
has on a teacher’s ability to navigate mental health in the classroom.  
The continued use of online training will also need to be evaluated. The TEACH Mental 
Health Guide Curriculum was used to provide the necessary training information to the 
participants’. However, participants’ reported that the materials were heavy on reading and that 
they would have preferred a more interactive experience. Future consideration should be given to 
a hybrid model that allows school teams to work on interactive modules individually but requires 
school teams to meet once a week during the training to discuss the topics being presented and 
determine best practices for implementing the information they are learning within the classroom 
setting.  
Furthermore, future studies would benefit from a partnership with a school-based mental 
health facilitator. Several of the topics presented discuss information related to psychosis and the 
personal mental health of the teacher. Having a mental health professional on the team of 
trainers’ would help clarify questions or support a participant that may become triggered by the 
information presented in training. Having a professional as part of the training team would also 
allow for a more hands-on approach and allow for coaching opportunities in and out of the 
classroom setting. The study participants noted areas of the study that they felt would help 
support students in the classroom setting, such as learning about specific signs and mental health 
symptoms. However, more research is needed to explicitly determine the long-term impact the 
training has on participants' ability to identify and support students’ displaying mental health 
needs symptoms. Future research should include follow-up sessions and opportunities for 




Strengths and Limitations of Design  
Strengths. An embedded sequential mixed method design allowed for a two-phase 
sequential approach that collects and analyzes quantitative data at the beginning and the end of 
the training intervention. The collection of qualitative support data at the end of the training 
provides the information necessary to answers the studies process evaluation question (Creswell 
& Plano Clark, 2011).  Use of an embedded sequential mixed method design allowed for best 
practices in organizing the data related to the process and outcome evaluation research questions.  
The use of quantitative measures before and immediately following the intervention allowed for 
a structured analysis of data related to participants' knowledge of and attitudes towards mental 
health. Qualitative measures specific to participants' overall satisfaction allowed for open-ended 
feedback that allowed participants to express specific information about the value participants 
saw in the study. Participation in a natural setting versus a research setting also contributed to the 
strength of the data collected. The use of an entirely virtual model can potentially reduce the 
level of bias experienced by participants’ compared to the potential level of bias participants’ 
may have had towards the intervention had they been present in a room with peers and this 
researcher (Osgood, Kase, Zaroukian, & Quartana, 2020). Additionally, using an entirely virtual 
model allowed participants’ to complete the training independently and provided participants 
flexibility concerning their work and personal schedules.    
Limitations. This embedded sequential mixed method design's limitations include having 
a small sample size of teachers assigned to the same school district. The small sample size of the 
study has the potential to threaten data validity. In addition to a strict timeline that may have 
affected response rates and teacher participation, implications of COVID-19 have directly 




to the physical school building after remote teaching for over a year due to COVID-19 occurred 
during the data collection process of this study and played a direct part in the small sample size of 
participants’. Examining this study's information will need to account for the small sample limiting 
generalizability. 
Additionally, limitations may arise related to participants' selection and their accessibility 
or proximity to this researcher. Having teachers from the same district may result in a bias based 
on influences from how the teachers work and live. Furthermore, there is a potential for selection 
bias, given that the participants who volunteered for the study may have been more likely to value 
the material or topics covered in the study compared to others that did not volunteer. The absence 
of a control group and random assignment limits the ability to conclude that the observed 
differences in teachers’ knowledge and attitudes towards mental health result from their 
participation in the TEACH Mental Health Literacy Curriculum Guide training. However, the pre-
test evaluation design immediately preceded the intervention, and the post-test immediately 
follows the intervention makes non-training factors unlikely. Finally, evaluation is limited in 
measuring persistence over time in teacher’s knowledge and attitudes towards mental health and 
would benefit from evaluations that collect data on whether improvements made by participants 
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East Coast Public Schools (ECPS) vs. E-SESS Program Demographics Table 
Note. E-SESS Program demographics align with demographics associated overall with East 






ECPS Percent of Total E-SESS Program 
Percent 
of Total 
Males 52% Males 41% 
Females 48% Females 59% 
Caucasian 29.3% Caucasian 34% 
African American 21.3% African American 23% 
Hispanic/Latino 30% Hispanic/Latino 28% 
Asian 14.2% Asian 11% 
Native Hawaiian or other Pacific 
Islander <5% 
Native Hawaiian or other Pacific 
Islander 
0% 
American Indian or Alaskan Native <5% American Indian or Alaskan Native 0% 


























36 & Over 
 
Income 
$20,000 & Under 
$20,000 - $25,000 
$26,000 - $50,000 
$51,000 - $100,000 































Parent-Teacher Communications Likert Scale Data 
Question N Mean SD 
We trust each other. 9 2.22 1.30 
It is difficult for us to work together 9 1.78 .97 
We cooperate with each other. 9 2.33 .70 
Communication is difficult for us 9 2.11 1.16 
I respect this teacher 9 2.56 1.01 
This teacher respects me. 9 2.44 1.01 
We are sensitive to each other’s feelings. 9 2.33 1.22 
We have different views of right and wrong 9 1.33 1.00 
When there is a problem with my child, this teacher is all 
talk and no action 
9 2.22 1.30 
This teacher keeps his/her promises to me. 9 2.33 1.11 
When there is a behavior problem, I have to solve it without 
getting help from the teacher. 
9 2.33 1.41 
When things aren’t going well it takes too long to work them 
out 
9 2.67 1.32 
We understand each other. 9 2.00 1.00 
We see my child differently. 9 2.11 1.45 
We agree about who should do what regarding my child. 9 1.89 1.16 
I expect more from this teacher than I get. 9 2.44 1.50 
We have similar expectations of my child. 9 1.78 1.39 
This teacher tells me when s/he is pleased. 9 2.00 1.32 
I don’t like the way this teacher talks to me. 9 1.11 1.05 
I tell this teacher when I am pleased. 9 2.44 1.13 
I tell this teacher when I am concerned 9 3.33 .86 
I tell this teacher when I am worried. 9 3.00 .86 
I ask this teacher’s opinion about my child’s progress. 9 3.11 .78 








Parent Perspective of Teacher Professional Role Responsibilities Survey 
Question    N      Mean        SD 
    
Teachers have a responsibility to identify 
mental health concerns displayed by my child. 
 
            9 3.11 1.16 
Teachers have a responsibility to take action 
with respect to mental health concerns 
displayed by my child. 
 
            9 3.67 .50 
Schools have a responsibility to identify 
mental health concerns displayed by my child. 
 
            9 3.78 .44 
Schools have a responsibility to take action 
with respect to mental health concerns 
displayed by my child. 
 
            9 3.78 .44 
My child was provided supports and/or 
accommodations by the teacher to navigate 
their mental health needs. 
 
            9 1.89 1.26 
My child was provided supports and/or 
accommodations by the school to navigate 
their mental health needs. 
 
 9      1.78       1.56 
A teacher caused my child to feel they could 
no longer be successful in the school setting as 
a result of their mental health needs. 
 
            9 2.22 1.71 
The school caused my child to feel they could 
no longer be successful in the school setting as 
a result of their mental health needs. 
 
            9 2.33 1.65 
Schools should be provided access to 
information regarding my child’s mental 
health. 
 
            9 3.33 .70 
The teacher collaborated with me to support 
my child’s mental health needs. 




Question    N      Mean        SD 
The school collaborated with me to support my 
child’s mental health needs. 
 
            9 1.67 1.41 
My child was provided a support network by 
the school to address mental health concerns 
(i.e., access to the school counselor, referral to 
specialists, etc.). 
 
            9 2.00 1.32 
My child’s teacher communicated concerns 
and changes in my child’s academic 
performance in a timely manner. 
 
            9 1.33 1.32 
My child received services to support their 
mental health needs at school in a timely 
manner. 
 
            9 .78 1.39 
I believe the school recognized mental health 
concerns my child way displaying and took the 
necessary actions to provide intervention 
services. 
             9          1.22         1.48 









Outcome of Open-Ended Questionnaire of Teacher Responsibility from The Teacher’s Perspective 
Question Most Common Response Percentage 
1. What are the characteristics and typical behaviors of 
a teacher who is responsible? 
 
Responsible/Professional 28% 
2. What are the characteristics and typical behaviors of 
a teacher who is not responsible? 
 
Unreliable 25% 
3. What factors or conditions influence whether or not 
a teacher is responsible or behaves in a responsible 
manner? 
 
Personal Life Factors 23% 
4. List up to five things/activities for which you feel 
most responsible as a teacher? Why does each of these 
things/activities feel important to you? 
 
Learning of Students 20% 
5. Are there any areas in your work for which you feel 
responsible but cannot fulfill that responsibility for 
some reason? Please list them and explain why you 
feel responsible for them? 
 
Time Restraints 21% 
6. Are there things for which you feel responsible in 
your work that is not a part of your formal obligations 
or ‘‘job description?’’ If so, why do you feel 





7. In addition to yourself, whom do you believe is/are 
‘‘responsible’’ for the academic achievement of your 
students, and to blame if they don’t ‘‘measure up’’? 











Outcome of Discourse of the Collective Subject (DCS) on Teacher Knowledge of Mental Health 
Question Most Common Response Percentage 
1. In your opinion, what is mental health? 
 
Ability to Control Feelings/Cope 33% 
2. How would you like to receive information 
and guidance about mental health? 
 
E-mail/Mail/Online 44% 
3. In your opinion, is using informative 
material important for learning about 
mental health? Why? 
 
Need for Knowledge of 
Resources 
36% 
4. Where have you already received 
informative material about mental health?  
 
Online 31% 
5. To what video or TV programs have you 
watched that addresses mental health 
issues? What did you think? 
 
Do Not Recall 41% 
6. What articles about mental health have you 
read online or in a magazine or newspaper? 
What did the article specifically address? 
 
N/A 45% 
7. To what extent do you perceive the 
information conveyed by the media 







The Mental Illness: Clinicians' Attitudes (MICA) v4- Teacher Attitudes Towards Mental Health Data  
Question    N      Mean        SD 
    
I just learn about mental health when I have to 
and would not bother reading additional 
materials on it. 
 
23 1.13 .92 
People with a severe mental illness can never 
recover enough to have a good quality of life. 
 
            23 .70 .97 
If I had a mental illness, I would never admit 
this to my friends because I would fear being 
treated differently. 
 
23 1.39 1.03 
People with a severe mental illness are 
dangerous more often than not. 
 
23 .91 .90 
If I had a mental illness, I would never admit 
this to my colleagues for fear of being treated 
differently. 
 
23 1.78 1.08 
If a senior colleague instructed me to treat 
people with a mental illness in a disrespectful 
manner, I would not follow their directions. 
 
   23       3.61      1.07 
I feel as comfortable talking to a person with a 
mental illness as I do talking to a person with a 
physical illness. 
 
23 3.30 .82 
The public does not need to be protected from 
people with a severe mental illness. 
 
23 2.22 1.16 
If a person with a mental health illness 
complained of physical symptoms (such as a 
stomach ache), I would attribute it to their 
mental illness. 
 
23 .65 .64 
I would use the term ‘crazy,’ ‘nutter,’ ‘mad,’ 
etc., to describe to colleagues people with a 
mental illness whom I have seen in my work. 
 
23 .39 .65 
If a colleague told me they had a mental illness, 
I would still want to work with them 






Outside Mental Health Providers Attitudes Towards Mental Health Data  
Question    N      Mean        SD 
    
I just learn about mental health when I have to 
and would not bother reading additional 
materials on it. 
 
12 .58 .90 
People with a severe mental illness can never 
recover enough to have a good quality of life. 
 
            12 1.08 1.16 
If I had a mental illness, I would never admit 
this to my friends because I would fear being 
treated differently. 
 
12 1.33 .98 
People with a severe mental illness are 
dangerous more often than not. 
 
12 .67 .77 
If I had a mental illness, I would never admit 
this to my colleagues for fear of being treated 
differently. 
 
12 1.83 1.03 
If a senior colleague instructed me to treat 
people with a mental illness in a disrespectful 
manner, I would not follow their directions. 
 
   12      4.00       0.00 
I feel as comfortable talking to a person with a 
mental illness as I do talking to a person with a 
physical illness. 
 
12 3.58 .79 
The public does not need to be protected from 
people with a severe mental illness. 
 
12 2.25 1.05 
If a person with a mental health illness 
complained of physical symptoms (such as a 
stomach ache), I would attribute it to their 
mental illness. 
 
12 1.67 .65 
I would use the term ‘crazy,’ ‘nutter,’ ‘mad,’ 
etc., to describe to colleagues people with a 
mental illness whom I have seen in my work. 
 
12 .17 .38 
If a colleague told me they had a mental illness, 
I would still want to work with them 






Outside Mental Health Providers Perspective on Teacher Prof. Role Responsibilities  
Question    N      Mean        SD 
    
Teachers have a responsibility to identify 
mental health concerns displayed by my client. 
 
            12 3.25 .96 
Teachers have a responsibility to take action 
with respect to mental health concerns 
displayed by my client. 
 
            12 3.00 .73 
Schools have a responsibility to identify 
mental health concerns displayed by my client. 
 
            12 3.33 .77 
Schools have a responsibility to take action 
with respect to mental health concerns 
displayed by my client. 
 
            12 3.33 .77 
My client was provided supports and/or 
accommodations by the teacher to navigate 
their mental health needs. 
 
            12 2.67 .77 
My client was provided supports and/or 
accommodations by the school to navigate 
their mental health needs. 
 
   12     2.58       .90 
A teacher caused my client to feel they could 
no longer be successful in the school setting as 
a result of their mental health needs. 
 
            12 1.58 .90 
The school caused my client to feel they could 
no longer be successful in the school setting as 
a result of their mental health needs. 
 
            12 1.42 .99 
Schools should be provided access to 
information regarding my client’s mental 
health 
 
            12 2.92 1.08 
The teacher collaborated with me to support 
my client’s mental health needs 
 
            12 2.75 1.05 
The school collaborated with me to support my 
client’s mental health needs. 
 




Question    N      Mean        SD 
My client was provided a support network by 
the school to address mental health concerns 
(i.e., access to the school counselor, referral to 
specialists, etc.) 
 
            12 3.00 .73 
My client’s teacher communicated concerns 
and changes in my child’s academic 
performance in a timely manner. 
 
            12 2.33 .77 
My client received services to support their 
mental health needs at school in a timely 
manner. 
 
            12 2.08 .66 
I believe the school recognized mental health 
concerns my client way displaying and took 
the necessary actions to provide intervention 
services. 









Outside Mental Health Providers and Parent Perspective Comparison on Teacher Prof. Role 
Responsibilities 
 Outside Ment. Health Prov. 
           
       M                     SD 
Parents 
 




Teachers have a responsibility to identify 















Teachers have a responsibility to take 
action with respect to mental health 
concerns displayed by my child/client. 
 
3.67 .50 3.00 .73 .66 
Schools have a responsibility to identify 
mental health concerns displayed by my 
child/client. 
 
3.78 .44 3.33 .77 .44 
Schools have a responsibility to take 
action with respect to mental health 
concerns displayed by my child/client. 
 
3.78 .44 3.33 .77 .44 
My child/client was provided supports 
and/or accommodations by the teacher to 
navigate their mental health needs. 
 
1.89 1.26 2.67 .77 -.77 
My child/client was provided supports 
and/or accommodations by the school to 
navigate their mental health needs. 
 
1.78 1.56 2.58 .90 -.80 
A teacher caused my child/client to feel 
they could no longer be successful in the 
school setting as a result of their mental 
health needs. 
 
2.22 1.71 1.58 .90 .63 
The school caused my child/client to feel 
they could no longer be successful in the 
school setting as a result of their mental 
health needs. 
 
2.33 1.65 1.42 .99 .91 
Schools should be provided access to 
information regarding my child’s/client’s 
mental health 
 




 Outside Ment. Health Prov. 
           
       M                     SD 
Parents 
 




The teacher collaborated with me to 
support my child’s/client’s mental health 
needs 
 
1.78 1.48 2.75 1.05 -.97 
The school collaborated with me to 
support my child’s/client’s mental health 
needs. 
 
1.67 1.41 2.67 .98 -1.00 
My child/client was provided a support 
network by the school to address mental 
health concerns (i.e., access to the school 
counselor, referral to specialists, etc.) 
 
2.00 1.32 3.00 .73 -1.00 
My child’s/client’s teacher 
communicated concerns and changes in 













My child/client received services to 
support their mental health needs at 
school in a timely manner. 
 
.78 1.39 2.08 .66 -1.30 
I believe the school recognized mental 
health concerns my child/client way 
displaying and took the necessary actions 
to provide intervention services. 








Outside Mental Health Providers and Teacher Comparison of Attitudes Towards Mental Health  
Questions 
 
Outside Ment. Health Prov. 
            
        M                    SD 
Parents 
 




I just learn about mental health when I 
have to and would not bother reading 
additional materials on it.  
.58 .90 1.17 .91 .00 
 
People with a severe mental illness can 
never recover enough to have a good 
quality of life. 
 
1.08 1.16 .71 .95 .77 
If I had a mental illness, I would never 
admit this to my friends because I would 
fear being treated differently. 
 
1.33 .98 1.42 1.01 .04 
People with a severe mental illness are 
dangerous more often than not. 
 
.67 .77 .96 .90 .02 
If I had a mental illness, I would never 
admit this to my colleagues for fear of 
being treated differently. If I had a 
mental illness, I would never admit this 
to my colleagues for fear of being treated 
differently. 
 
1.83 1.03 1.79 1.06 .02 
If a senior colleague instructed me to 
treat people with a mental illness in a 
disrespectful manner, I would not follow 
their directions. 
 
4.00 0.00 3.63 1.05 7.66 
I feel as comfortable talking to a person 
with a mental illness as I do talking to a 
person with a physical illness. 
 
3.58 .79 3.29 .80 .02 
The public does not need to be protected 
from people with a severe mental illness. 
 
2.25 1.05 2.21 1.14 .18 
If a person with a mental health illness 
complained of physical symptoms (such 
as a stomach ache) I would attribute it to 
their mental illness. 



























I would use the term ‘crazy’, ‘nutter’, 
‘mad’, etc. to describe to colleagues 
people with a mental illness who I have 
seen in my work. 
 
.17 .38 .42 .65 6.62 
If a colleague told me they had a mental 
illness, I would still want to work with 
them 





TEACH Component, Timeframe, Duration, Activity, and Example 
Component Timeframe Duration Activity 
    
PD Session 1 February 2021 1.5 hours Pre-Test & Devaluation 
Survey 
Module 1 
PD Session 2 February/March 2021 1 hour Module 2 
PD Session 3 March 2021 1 hour Module 3 
PD Session 4 March 2021 1 hour Module 4 
PD Session 5 March 2021      1 hour Module 5 
 
PD Session 6 March 2021 1 hour Module 6 
PD Session 7 
 
March 2021 2 hours Module 7 
Post-Test & Devaluation 
Survey 
Professional Development 
Survey for Educators 






TEACH Embedded Sequential Design Data Collection Table  
Measure  Method Data Type Timeframe 
    
















Research Question, Measure, Timeframe, and Analysis  
Research Question  Measure Timeframe Analysis 
How do participants 
rate their level of 
overall engagement in 















completed the training 




March 2021 Descriptive Statistics 
 
 
How does teachers’ 
knowledge of mental 
health needs change 
after participation in 












How do teachers’ 
attitudes towards 
mental health needs 
change after 


















TEACH Participant Demographics  

























56 & Over 
 
Professional Experience 
1 to 3 years 
4 to 5 years 
6 to 9 years 
10 years or more 
 


































TEACH Overall Satisfaction Likert Survey 
Note. The significance level is .050. Asymptotic significance is displayed, except for c when 





Question N Mean  SD   p 
Course/Activity was well organized   12 4.67 .65 .00 
Course/Activity objectives were clearly stated 12 4.75 .45 .14c 
Course/Activity assignments were relevant to 
Course/Activity objectives 
12 4.50 .79 .05 
All necessary materials/equipment/resources were 
provided or made readily available 
12 4.83 .57 .00c 
This activity enhanced the educator’s/school leader’s 
content knowledge in the area of certification 
12 4.58 .66 .03 
This activity increased the educator’s teaching skills 
based on research of effective practice 
12 4.42 .79 .17 
This activity increased the school’s application skills 
based on research of effective practice 
12 4.58 .66 .03 
This activity provided information on a variety of mental 
health topics 
12 4.75 .45 .14c 
This activity provided skills needed to analyze and use 
data in decision making for instruction or at all levels of 
the school system 
12 4.50 .79 .05 
This activity empowered participants to work effectively 
with parents and community partners to engage other to 
pursue excellence in learning 
12 4.67 .65 .00 
This activity provided the participants the knowledge 
and skills to think strategically and understand student 
mental health needs 
12 4.67 .49 .38 
This activity enhanced the participant’s professional 
growth and deepened your reflection and self-
assessment of exemplary practices 





Qualitative Outcomes from The Overall Satisfaction Survey  
Question Most Common Response Percentage 
1. How did this workshop relate to your job, and in 





2. What new ideas have you gained, and how do you 




Overall Mental Health 
Understanding 
42% 
3. What information was of great value to you? 
 
 
Specific Mental Health 
Examples 
57% 




Increased Use of 
Different Modalities 
40% 
5. What do you feel is your level of engagement with 
the material in relation to the time spent participating 
in the training? 
 
 
Highly Engaging 68% 
6. Additional comments. 
 












TEACH Pre-test vs. Post-test Knowledge  
 Mean Std. Deviation t df p 
Pre-test Knowledge 19.50 3.39 2.38 11 .03 





























TEACH Devaluation of Consumer Scale Pre-test vs. Post-test Attitudes 
 Mean Std. Deviation t df p 
Pre-test Attitude  47.83 8.94 2.22 11 .04 































Note. This figure illustrates the ecological system of adolescent students and where the 











Figure 1.2  
Conceptual Framework Diagram  
 
 
Note. This figure illustrates constructs associated with recognizing secondary student’s mental 





































New experiences, both cognitive 
and affective, combined with 
reflection, may lead us to challenge 
our deeply held assumptions and 
consider a new perspective. 
From experience, we form, receive, 
and construct assumptions that 
become our values and beliefs. They 
are the lens through which we view 
the world. 
Experience is everything that has 
occurred in our lifetime. It is the 
impetus of our learning and belief 
patterns. Experiences stem from our 
environment and interactions with 
others, from which learning-such as 
knowledge, skills, attitudes, and 
insights-occur. 
Adopting and acting upon a new 
perspective, we view ourselves and 
others through a more encompassing 
lens. Transformative learning 
becomes a new experience leading 












Recognizing and appropriatley 
responding to students 
displaying mental health 
symptoms




Teacher completion of 
professional 
development













Figure 4.2   
Research Summary Matrix 
Research Questions Constructs Measures or 
Instrumentation 
Data Collection  Data Analysis 
How do participants rate 
their level of overall 




Teacher perception of 
professional development 
 







analysis (Braun & Clarke, 
2006) 
How many participants in a 
self-paced online 
professional development 
training completed the 
training in its entirety? 
Teacher completion of 
professional development 




analysis (Braun & Clarke, 
2006) 
How does teachers’ 
knowledge of mental health 
needs change after 
participation in the TEACH 




Teacher knowledge of 
mental health 
 
Pre-Post-test Survey Canvas Classroom Descriptive statistics 
 
How do teachers’ attitudes 
towards mental health needs 
change after participation in 
the TEACH Mental Health 
Literacy Curriculum Guide 
program? 
 
Teacher attitudes towards 
mental health 
 
Devalue of Consumer 
Scales Survey 






Note. Arrows represent hypothesized relationship between variables. 
 
Intervention 
• Implement TEACH 
Mental Health Literacy 
Curriculum 
• Focus on teacher 
recognition/reaction vs. 
knowing 
• Conduct online 
trainings over seven-
week time span 
 
Underlying Process 
Targeted by Intervention 
Opportunities for active 
learning among 
participants, resulting in 
increased engagement in 
intervention. 
Short Term Outcomes 
• Increased teacher 




Targeted by Intervention 
Ongoing improvement of 
intervention procedures 







• Ability to recognize 
and act on student 
mental health needs 
earlier. 
Student: 
• Rise in academic 
achievement. 
• Increased attendance 
patterns. 










• Stronger interpersonal 
relationships among 
teachers and students. 
Long Term Outcomes 
• Ongoing teacher 
ability to recognize 
and react to students 
displaying mental 
health needs. 
• Reduced stigma 
• Increased student 
access to mental 
health supports. 
Underlying Process 
Targeted by Intervention 
Increased awareness by 
teachers of how to navigate 
and recognize student 
mental health needs. 
 
Figure 4.3   
Theory of Treatment for The TEACH Mental Health  























DEMOGRAPHIC INFORMATION: TEACHER 
Please check the appropriate response or fill in the blank with the appropriate answer-please check only one 
answer. 
1. Age: 
 ___18-21  
___22-25  
___26-35  
___36 & older  
 











4.  Total Household income 




___$100,000 & above 
5. How many children do you have? _______ 
6. How many years have you been teaching? ______ 
DEMOGRAPHIC INFORMATION: PROVIDER 
Please check the appropriate response or fill in the blank with the appropriate answer-please check only one 
answer. 
1. Age: 
 ___18-21  
___22-25  
___26-35  
___36 & older  
 











4.  Total Household income 




___$100,000 & above 
5. How many children do you have? _______ 
DEMOGRAPHIC INFORMATION: PARENT 
Please check the appropriate response or fill in the blank with the appropriate answer-please check only one 
answer. 
1. Age: 
 ___18-21  
___22-25  
___26-35  
___36 & older  
 




3. Ethnic origin: 
___White/Caucasian ___Black/African 




4.  Total Household income 




___$100,000 & above 





Johns Hopkins University Homewood Institutional 
Review Board (HIRB) 
 Informed Consent Form 
Title:  
Doctor of Education Needs Assessment for Research Methods and  
Systematic Inquiry I Course and Dissertation Research 
Principal Investigator: Dr. Camille Bryant, Associate Professor, JHU, SOE 
Date:  February 27, 2018 
PURPOSE OF RESEARCH STUDY:  
The purpose of this research study is to examine an educational problem within an educational context to 
determine the salient factors contributing to this problem. The ultimate use of the data gathered will or 
may become part of the student researchers’ dissertation research study. 
PROCEDURES: 
The student researcher will ask adult participants to complete educational surveys (10-15 minutes), 
participate in observations (45 minutes to 1 hour), interviews (45 minutes to 1 hour), and/or focus groups 
(45 minutes to 1 hour) to examine an educational problem within an educational context.  
The student researcher will also collect pre-existing de-identified student educational data.  
RISKS/DISCOMFORTS: 
The risks associated with participation in this study are no greater than those encountered in daily life. 
BENEFITS: 
The research projects will help the student researcher to better understand the salient factors that are 
contributing to a problem within their educational organizations. This knowledge will help to develop 
informed interventions that will address these contributing factors. 
VOLUNTARY PARTICIPATION AND RIGHT TO WITHDRAW: 
Your participation in this study is entirely voluntary: You choose whether to participate. If you decide not 
to participate, there are no penalties, and you will not lose any benefits to which you would otherwise be 
entitled. If you choose to participate in the study, you can stop your participation at any time, without any 
penalty or loss of benefits. If you want to withdraw from the study, please e-mail (student investigator 
name and JHU e-mail), Dr. Camille Bryant, at cbryan16@jhu.edu or Dr. Stephen Pape at 
stephen.pape@jhu.edu explicitly stating your intention. 
If we learn any new information during the study that could affect whether you want to continue 
participating, we will discuss this information with you.  





There are circumstances for which the researcher may decide to end your participation before completing 
the study. If a you are no longer an employee within the organization, your participation within the study 
will be terminated. 
CONFIDENTIALITY: 
Any study records that identify you will be kept confidential to the extent possible by law. The records 
from your participation may be reviewed by people responsible for making sure that research is done 
properly, including members of the Johns Hopkins University Homewood Institutional Review Board and 
officials from government agencies such as the National Institutes of Health and the Office for Human 
Research Protections. All of these people are required to keep your identity confidential. Otherwise, 
records that identify you will be available only to people working on the study, unless you give permission 
for other people to see the records. 
Surveys collected in electronic format will be stored on a password protected computer. All paper 
documents will be kept in a locked file that is only accessible to the student researcher.  
Finally, all files will be erased and paper documents shredded seven years after collection.  
COMPENSATION: 
You will not receive any payment or other compensation for participating in this study.  
IF YOU HAVE QUESTIONS OR CONCERNS: 
You can ask questions about this research study now or at any time during the study, by talking to the 
JHU faculty member working with you or by contacting (name and JHU e-mail of student), Dr. Camille 
Bryant via e-mail at cbryan16@jhu.edu or Dr. Stephen Pape at stephen.pape@jhu.edu. 
If you have questions about your rights as a research participant or feel that you have not been treated 
fairly, please call the Homewood Institutional Review Board at Johns Hopkins University at (410) 516-
6580. 
SIGNATURES 
WHAT YOUR SIGNATURE MEANS: 
Your signature below means that you understand the information in this consent form. Your signature also 
means that you agree to participate in the study. 
By signing this consent form, you have not waived any legal rights you otherwise would have as a 
participant in a research study.                                                                                                                        
Participant's Signature          Date 
Signature of Person Obtaining Consent                                    Date 






Johns Hopkins University  
Homewood Institutional Review Board (HIRB)  
 Oral Informed Consent  
Title:   
Doctor of Education Needs Assessment for Research Methods and  
Systematic Inquiry I Course and Dissertation Research  
Principal Investigator:  Dr. Camille Bryant, Associate Professor, JHU, SOE  
Date:   October 5, 2018  
PURPOSE OF RESEARCH STUDY:   
The purpose of this research study is to examine an educational problem within an educational context to 
determine the salient factors contributing to this problem. The ultimate use of the data gathered will or may 
become part of the student researchers’ dissertation research study.  
PROCEDURES:  
The student researcher will ask adult participants to participate in a virtual interview (45 minutes to 1 
hour), and/or focus group (45 minutes to 1 hour) to examine an educational problem within an educational 
context. The interview and/or focus group will be audio recorded.  
RISKS/DISCOMFORTS:  
The risks associated with participation in this study are no greater than those encountered in daily life.   
BENEFITS:  
The research projects will help the student researcher to better understand the salient factors that are 
contributing to a problem within their educational organizations. This knowledge will help to develop 
informed interventions that will address these contributing factors.  
  
VOLUNTARY PARTICIPATION AND RIGHT TO WITHDRAW:  
Your participation in this study is entirely voluntary: You choose whether to participate and you will have 
adequate time to understand what you are agreeing to as part of the study.   
If you decide not to participate, there are no penalties, and you will not lose any benefits to which you 
would otherwise be entitled. If you choose to participate in the study, you can stop your participation at 
any time, without any penalty or loss of benefits. If you want to withdraw from the study, please e-mail 
(student investigator name and JHU e-mail), Dr. Camille Bryant, at cbryan16@jhu.edu or Dr. Stephen 
Pape at stephen.pape@jhu.edu explicitly stating your intention.  
If we learn any new information during the study that could affect whether you want to continue 
participating, we will discuss this information with you.   
CIRCUMSTANCES THAT COULD LEAD US TO END YOUR PARTICIPATION:  
There are circumstances for which the researcher may decide to end your participation before completing 
the study. If a you are no longer an employee within the organization, your participation within the study 





Any study records that identify you will be kept confidential to the extent possible by law. The records 
from your participation may be reviewed by people responsible for making sure that research is done 
properly, including members of the Johns Hopkins University Homewood Institutional Review Board and 
officials from government agencies such as the National Institutes of Health and the Office for Human 
Research Protections. All of these people are required to keep your identity confidential. Otherwise, 
records that identify you will be available only to people working on the study, unless you give permission 
for other people to see the records.  
We will begin the focus group by asking the participants to agree to the importance of keeping information 
discussed in the focus group confidential. In addition, we will ask each participant to verbally agree to 
keep everything discussed in the room confidential, and will remind them at the end of the group not to 
discuss the material outside.  
  
All files collected in electronic format will be stored on a password protected computer. All paper 
documents will be kept in a locked file that is only accessible to the student researcher.  
Finally, all files will be erased and paper documents shredded seven years after collection.   
COMPENSATION:  
You will not receive any payment or other compensation for participating in this study.   
  
IF YOU HAVE QUESTIONS OR CONCERNS:  
You can ask questions about this research study now or at any time during the study, by talking to the 
JHU faculty member working with you or by contacting (name and JHU e-mail of student), Dr. Camille 
Bryant via e-mail at cbryan16@jhu.edu or Dr. Stephen Pape at stephen.pape@jhu.edu.  
If you have questions about your rights as a research participant or feel that you have not been treated 








Subscale Parent-Teacher Relationship Scale-Parent Version 
The following statements concern your experiences with your child’s teacher.  Please read each item and use the 
following 5-point scale to indicate the degree to which you feel the statement is true about your experiences with the 
teacher. 
Please indicate how much you agree or disagree with the following statements. 
Response Choices:  Almost Always (4); Frequently (3); Sometimes (2); Once in a While (1); Almost Never (0) 
1. We trust each other. 4   3   2   1   0 
2. It is difficult for us to work together. 4   3   2   1   0 
3. We cooperate with each other. 4   3   2   1   0 
4. Communication is difficult for us. 4   3   2   1   0 
5. I respect this teacher. 4   3   2   1   0 
6. This teacher respects me. 4   3   2   1   0 
7. We are sensitive to each other's feelings. 4   3   2   1   0 
8. We have different views of right and wrong. 4   3   2   1   0 
9. When there is a problem with my child, this teacher is all talk and no action. 4   3   2   1   0 
10. This teacher keeps his/her promises to me. 4   3   2   1   0 
11. When there is a behavior problem, I have to solve it without getting help from the 
teacher. 
4   3   2   1   0 
12. When things aren’t going well it takes too long to work them out. 4   3   2   1   0 
13. We understand each other. 4   3   2   1   0 
14. We see my child differently. 4   3   2   1   0 
15. We agree about who should do what regarding my child. 4   3   2   1   0 
16.  I expect more from this teacher than I get. 4   3   2   1   0 
17. We have similar expectations of my child. 4   3   2   1   0 
18. This teacher tells me when s/he is pleased. 4   3   2   1   0 
19. I don’t like the way this teacher talks to me. 4   3   2   1   0 
20. I tell this teacher when I am pleased. 4   3   2   1   0 
21. I tell this teacher when I am concerned. 4   3   2   1   0 
22. I tell this teacher when I am worried 4   3   2   1   0 
23. I ask this teacher’s opinion about my child’s progress. 4   3   2   1   0 
24. I feel comfortable sharing information about my child with this teacher. 4   3   2   1   0 
Vickers, H.S., & Minke, K.M. (1995).  Exploring parent teacher relationships:  Joining and communication to others.  School Psychology 






Mental Illness: Attitudes Scale 
The following statements concern your experiences with Mental illness. Mental illness here refers to conditions for 
which an individual would be seen by a psychiatrist or other mental health professional.  Please read each item and 
use the following 5-point scale to indicate the degree to which you feel the statement is true for you. 
Please indicate how much you agree or disagree with the following statements. 
Response Choices:  Almost Always (4); Frequently (3); Sometimes (2); Once in a While (1); Almost Never (0) 
 







1. I just learn about mental health when I have to and would not bother reading additional 
materials on it. 
4   3   2   1   0 
2. People with a severe mental illness can never recover enough to have a good quality of life. 4   3   2   1   0 
3. If I had a mental illness, I would never admit this to my friends because I would fear being 
treated differently.  
4   3   2   1   0 
4. People with a severe mental illness are dangerous more often than not. 4   3   2   1   0 
5. If I had a mental illness, I would never admit this to my colleagues for fear of being treated 
differently. 
4   3   2   1   0 
6. If a senior colleague instructed me to treat people with a mental illness in a disrespectful 
manner, I would not follow their directions. 
4   3   2   1   0 
7. I feel as comfortable talking to a person with a mental illness as I do talking to a person with 
a physical illness. 
4   3   2   1   0 
8. The public does not need to be protected from people with a severe mental illness.  4   3   2   1   0 
9. If a person with a mental illness complained of physical symptoms (such as a stomach ache) I 
would attribute it to their mental illness.  
4   3   2   1   0 
10. I would use the term ‘crazy’, ‘nutter’, ‘mad’, etc. to describe to colleagues’ people with a 
mental illness who I have seen in my work. 
4   3   2   1   0 





Responsibility from the Teacher’s Perspective 
The following statements concern your experiences with Mental illness. Mental illness here refers to conditions for 
which an individual would be seen by a psychiatrist or other mental health professional.   
Directions: Within one to two sentences please provide as much detail as possible fo each question below. 
 
1. What are the characteristics and typical behaviors of a teacher who is responsible? 
 
2. What are the characteristics and typical behaviors of a teacher who is not responsible? 
 
3. What factors or conditions influence whether or not a teacher is responsible, or behaves in a responsible manner? 
 
4. List up to five things/activities for which you feel most responsible as a teacher? Why do each of these 
things/activities feel important to you? 
 
5. Are there any areas in your work for which you feel responsible but cannot fulfill that responsibility for some 
reason? Please list them and explain why. feel responsible for them? 
 
6. Are there things for which you feel responsible in your work that are not a part of your formal obligations or ‘‘job 
description?’’ If so, why do you feel responsible for them? 
 
7. In addition to yourself, who do you believe is/are ‘‘responsible’’ for the academic achievement of your students, 
and to blame if they don’t ‘‘measure up’’? Please list up to 10 sources below in any order that you wish. 
 
 






Discourse of the Collective Subject (DCS) 
The following statements concern your experiences with Mental illness. Mental illness here refers to conditions for 
which an individual would be seen by a psychiatrist or other mental health professional.   
Directions: Within one to two sentences please provide as much detail as possible for each question below. 
1. In your opinion what is mental health? 
 
2. How would you like to receive information and guidance about mental health? 
 
3. In your opinion, is using informative material important for learning about mental health? 
Why? 
 
4. Where have you already received informative material about mental health?  
 
5. To what video or TV programs have you watched that addresses mental health issues? What 
did you think? 
 
6. What articles about mental health have you read online or in a magazine or newspaper? What 
did the article specifically address? 
 
7. To what extent do you perceive the information conveyed by the media regarding mental 
health is sufficient?  
 





Teacher Role and Responsibilities Survey for Parent(s)/Outside Provider(s) 
Instructions: for each of questions 1-15, please respond by ticking one box only. Mental illness here refers to 







1. Teachers have a responsibility to identify mental health 
concerns displayed by my child. 4 3 2 1 0 
2.  Teachers have a responsibility to take action with 
respect to mental health concerns displayed by my child. 4 3 2 1 0 
3. Schools have a responsibility to identify mental health 
concerns displayed by my child. 4 3 2 1 0 
4. Schools have a responsibility to take action with respect 
to mental health concerns displayed by my child. 4 3 2 1 0 
5. My child was provided supports and/or accommodations 
by the teacher to navigate their mental health needs. 4 3 2 1 0 
6. My child was provided supports and/or accommodations 
by the school to navigate their mental health needs. 4 3 2 1 0 
7. A teacher caused my child to feel they could no longer be 
successful in the school setting as a result of their mental 
health needs. 
4 3 2 1 0 
8. The school caused my child to feel they could no longer 
be successful in the school setting as a result of their mental 
health needs. 
4 3 2 1 0 
9. Schools should be provided access to information 
regarding my child’s mental health. 4 3 2 1 0 
10. The teacher collaborated with me to support my child’s 
mental health needs. 4 3 2 1 0 
11.  The school collaborated with me to support my child’s 
mental health needs. 4 3 2 1 0 
12. My child was provided a support network by the school 
to address mental health concerns (i.e. access to the school 
counselor, referral to specialist, etc.) 












13. My child’s teacher communicated concerns and changes 
in my child’s academic performance in a timely manner. 4 3 2 1 0 
14. My child received services to support their mental 
health needs at school in a timely manner. 4 3 2 1 0 
15. I believe the school recognized mental health concerns 
my child way displaying and took the necessary actions to 
provide intervention services. 







Student Interview Questions & Script 
Script: Thank you for agreeing to help us with this project. The interview should take approximately 45 minutes to 
one hour. Let me tell you a little bit about this project before we begin. The purpose of this study is to gain a greater 
understanding of how students displaying mental health needs in the secondary setting are going unrecognized as 
needing additional academic and social-emotional supports in the school setting. 
Preliminary Questions 
1. After looking at the questions below, do you feel the list is comprehensive? 
2. If not, what other questions do you think should be included? 
 
Interview Questions 
1. Prior to the level of service, you are receiving now did you feel that your teachers... 
a) Created and inviting classroom? 
b) Taught organizational strategies? 
c) Offered instructional strategies specific to your learning style? 
d) Provided you with problem-solving and/or coping strategies? 
e) Provided a support network? 
f) Taught goal setting? 
g) Referred you to counseling services? 
h) Collaborated with your parents? 
i) Demonstrated an understanding of clinical approaches related to mental health? 
2. What do you wish your teachers did differently when you first started to show signs of dealing with mental 
health concerns? 
3. What supports and/or aids were you provided to support your needs? 
4. What caused you to feel that you could no longer be successful in the school setting? 
5. What is one thing schools need to do differently for students displaying signs of mental health needs? 
6. What is one thing you wish your teacher had done when you started to struggle academically? 
7. How much time went by between when you first started to have feelings related to mental health needs, 
and a teacher or school staff member recognized your need for support? 
Script: Before we wrap things up and talk about next steps, are there any last comments you have regarding this 





Focus Group Interview Transcript 
Thursday, May 9th, 2019 
Runtime: 31 minutes, 9 seconds 
 
Focus Group Proctor (0:00) Thank you for agreeing to help with this project. This focus group 
will not last any longer than an hour.  So let me tell you about the project. So the purpose of this 
study is to gain a greater understanding of how students displaying mental health needs in the 
secondary setting, are going unrecognized as needing additional academic and social-emotional 
supports within the school setting.  Alright, so I am going to ask you some questions, but before 
we start please take a look at the questions we are going to go over. And if you think I left 
anything out that I should ask you along the way, interject and let me know. Okay, and this is 
kind of more of a not interview so much as much if it's just kind of like talking out loud. Does 
that make sense? Okay. So, prior to the level service you're receiving now, I want to ask you 
about your teachers prior to coming here. So think about things that you experienced before you 
came here.  
Focus Group Proctor (1:59): Q1a:Do you feel like teachers created inviting classrooms? Did 
you feel comfortable within the classrooms?  
Speaker 1  (2:09): Before Magruder because my mental health really started around Middle 
School. I'd say Middle School not so much versus high school. I had a few, like, out of a handful 
of them that understood like, I had a science teacher, one English teacher, you know, few others 
but else that was kind of hard because, you know, teachers will be like, shut up, shut up. 
Speaker 2  (2:48):   Not really, I think towards the end like before, right before I came here, 
things were turning around a little bit, but it's not as great as here. It wasn't as great as here, and it 
wasn't ever. They didn't really know what to do. 
Focus Group Proctor: So you didn't feel comfortable? 
Speaker 2: No, not most the time.  
Focus Group Proctor Q1b: Did you have teachers who helped you with organization or 
teaching you organization strategies try to help combat your getting overwhelmed at times 
with work?  
Speaker 3: Yeah, yes.  
Speaker 4: Sort of. Probably not enough. They touched on it, but it didn't really have enough to 
help ease some of the, the workload. 





Focus Group Proctor: So they didn't tailor it in such a way for who you are as an individual?  
Speaker 2: Yeah.  
Focus Group Proctor:  Okay. 
Focus Group Proctor (3:48): Q1c Were you offered instructional strategies specific to your 
learning style? Were people making sure that you were getting instruction in the way that is best 
for you? 
Speaker 1: No. 
Speaker 5: No. 
Speaker 2 (4:20):  In middle school I started to, I guess realized more what I needed, but I still 
didn't know really know what I needed. 
Speaker 1 (4:35): For me, I've always had an IEP, but I feel like in Maryland, I had resource 
teachers that were good and middle school, but then when it came to high school, I had one 
teacher not gonna make a call out boost, but she really was like,She didn't really help in the sense 
I needed nor did my counselor, my counselor several times I reported issues with classes and he 
would always say, what are you doing wrong know if anyone's ever ever the teachers doing 
anything wrong and he was like where sometimes it was like certain teachers were definitely 
could have gotten fired, but they didn't want to put in the effort to like go and do that.  
Focus Group Proctor: So you feel like instead of that being what can we do to help you, it was 
like, Well, what are you not doing?  
Speaker 1: Yes 
Focus Group Proctor (5:30):  Q1d Were you ever taught any kind of problem solving or 
coping strategies to support anytime you were having stress or anxiety? 
Speaker 1: For me, all the coping strategies I gave me were really more around my learning 
disability than my mental health. And it wasn't really ever at my Am I both high schools I 
wanted to before here, they really just only offered giving me like a flash pass to to the 
counselor. And I'm right now and then the social worker will check in with me at my second 
school on it. My first school. It was a flash pass and the psychologist, but it didn't really work 
because at either or given that the psychologist was just there wasn't enough of them there and I 
only saw one of them and she had the biggest caseload. So I didn't really get to see her often. 
And even then, I mean, they're like her, but it wasn't adequate. And Middle School was even 
worse. Every time I would go to the counselor because we didn't have a counselor. I mean, a 
psychologist there. They were just whenever I was showing signs of distress, like what I said, I 
just want to kill myself or things like that. They'd be like, Oh, you're not depressed. You're just 
feeling you know, you're in your feelings. They didn't ever really address vice issues. See, you 
felt like your feelings were kind of put aside or not really acknowledged the only time they were 




teacher throughout middle school and health teacher told me to tell my parents but you know, 
she couldn't really do anything legally. Nor could my science teacher.  
Focus Group Proctor: Why do you say that that they couldn't do anything?  
Speaker 1: Well, because at my school, they're really is giving students advice unless they had 
diagnoses. And given that it was the counselors jobs and the counselors handled a lot of things in 
my middle school really badly, there was times or my friend group was being harassed or if I 
was being bullied, they would just not handle it at all. 
Focus Group Proctor (7:55):  So you felt like you would go to teachers, they couldn't do 
anything the people who could do things were either busy or not appropriately handling the 
things exactly. 
Focus Group Proctor (8:07):  Q1e Has anybody ever sat with you and helped you learn 
problem solving or coping strategies when you were upset?  
Speaker 2: I would go back to like, it was sort of like a program but it was more just like an 
office. I'd go back there. They would have like forms, they would fill out the one you came like, 
why are you there? Why did you come there? And how are you feeling? I had a flash past but I 
don't really feel like they gave me any coping skills.  
Focus Group Proctor: Okay, so do you feel like what they did give you was kind of a here's a 
pass to leave to go see somebody who may or may not be available. And you may or may not 
connect with?  
Speaker 2:Yeah, yeah. 
Focus Group Proctor (8:52) Q1f  Were you provided a support network?   
Speaker 2: I was surrounded by great people like the teachers that I was with. I call that was my 
support network, but I wasn't really like, shown or guided to them. It just kind of naturally 
happened for you.  
Speaker 1: I already had an IEP for my learning disabilities. But I would say my support 
network was, was loose because my means, you know, the person who was supposed to provide 
me the most support was my resource teacher than my IEP manager every year. But the thing 
was, my research teacher Wasn't she was a clock in kind of person. She was originally taught as 
an English teacher, she really didn't know how to handle the job correctly. My support network 
when it came to like actual staff was more like I trusted certain adults versus the actual support 
that they tried given to me at Blair, and it was mostly my friends and then at Magruder. I mean at 
Parkman, gosh, I didn't have any support network. The closest thing was the social worker and 
the front desk Lady. I have no connections with the teachers. By the end of my time there, I 
didn't even have any friends. And maybe like, two friends. And when it came time when I was in 
an abusive relationship, they didn't do anything. They even punished me, in fact for it, like, my 
ex would do stuff and it would get me in trouble too. And instead of seeing that it was a need of 




Focus Group Proctor: What did that look like?  
Speaker 1: It looks like once my ex got kicked out of school. So what he did was he thought that 
if everyone thought we were doing stuff in the bathroom, that he would get kicked out. And so 
what he did was he tipped off his friend who he knew what tell teachers, and that kid told the 
teachers of course, and then you know, he was like, [name], I need to come talk to you in the 
bathroom. And when they were talking, they knocked me I got an extreme at trouble even though 
I explained what was going on. They didn't really listen to me and I got suspended for the first 
time ever in my life and over a misunderstanding. Yeah. And you know, several times almost 
being bullied the teachers just kind of talked to the kids for a little bit and then they were just 
like, okay, it's done and it really wasn't ever done. 
Focus Group Proctor: Q1f Do you feel like school collaborated with your parents? Or if it was 
more of a just calling and telling them like this is happening? We don't know what to do or do 
you feel like they didn't collaborate with at all with your parents? What what's your feelings 
towards that? 
Speaker 5: Teachers didn't really talk my parents at all. 
Speaker 2: I'm sort of like earlier on. I didn't really have there was no collaboration with me or 
my parents. But towards like, the end of my time at Rockville, my case manager. He had a very 
good connection with my parents, and he had very good contact and they like, discuss things. So 
it wasn't until like there was more specific services put into place.  
Speaker 1: I was definitely just a call it kind of thing when I was at the counselor and I was 
crying and I didn't want to do anything. And I just want to go home, they were just calling my 
parents didn't really have any other choice. So usually, my dad would just pick me up. They 
didn't really give me make choices. Because when I was talking about all the things I was talking 
about, they just always were pointing out the things I was doing wrong. And then I was like, 
even like coping strategies or anything, they were just like, you're doing this wrong, you're doing 
that wrong, and it Parkman it was even worse because I didn't even really have the option of a 
counselor. I would just usually like, leave the class and go to the main office, and just sit and cry 
and call my parents because I couldn't even count my parents from the get like the be able to call 
my parents so it just be horrible that are I'd get kicked out sometimes with class just because I 
was so upset. 
Focus Group Proctor (13:24): Q1g So, when you did go to counseling services, did you feel 
like the counselors there understood enough clinical approach to relating to mental health? 
Do you feel like they have like a basis for that knowledge? Or did you feel like that was missing 
from their approach with you?  
Speaker 1: Um, for me, I would definitely say, throughout both middle school and all my high 
schools, I would say before this, that they did not understand my mental health at all in middle 
school. When I said I wanted to kill myself that I think I was depressed. They would say you 
can't say that you're not clinically depressed, you haven't been diagnosed. So they would just like 




would constantly be like, you know, that as you know, there's people on the world map it wears 
on you basically. And at me at Parkman, we see what it was. My mom was the worst school out 
of three schools. I went to obviously, Park mom, they, the social worker was the only person 
who actually understood she was volunteer by the way. She was the only one who understood 
was going through and she gave me some actual good advice every now and then, but I didn't get 
to see her every day. And I couldn't just drop into Sheila came on certain days. And it was also 
that a lot like it and then when she wasn't there, only person I really could talk to is like the lady 
in the main office 
Speaker 2: I didn't have enough of a bond to I mean, if I was also different than most schools, 
because it's enough a quarter system it was a very like quick system of each class and If I think 
maybe if I bonded a little bit more my psychology teacher, I could have done something but No, 
honestly, I didn't have anyone to talk to about my mental health at that understood.  
Speaker 5: My parents were getting really frustrated with the counselors and people there 
because they had like no idea what to do. They weren't really doing anything for the longest 
time. So I just kind of like sat at home not going to school for like, a very long time and like 
nothing was getting done. This kind of like wasted a lot of time. 
Speaker 3: So like, back in elementary school, I would go into school like my mom went out to 
kick me out of the car because I was crying and I didn't want to go and, you know, it would keep 
me up at night. The Counselor there would take me she'd understand that I was crying and upset, 
but she wouldn't understand why. And she would understand that before I get anxious, and I get 
nervous and scared, but I don't think she understood that that affects other aspects of my life too. 
So I don't think that anybody really understood it until definitely where I was before. 
Speaker 4 (15:59):  High School. Yeah, they understood it but they didn't know it well enough 
to do anything about it the key there. 
Focus Group Proctor: Alright, I'm move into some different types of questions now.  
Q2 So what do you wish your teachers did differently when you first started, just show signs of 
social emotional needs.What's something that didn't happen that you wish had happened?  
Speaker 5: In 8th grade there was this class where it was like three people and it was you 
basically got the chance to like makeup work and then think that like definitely helped me out a 
lot. I think it was in eighth grade I was in those classes. Like maybe you're putting one of those 
classes a bit sooner, maybe cause I was like a class where I could just like relax for lunch period 
every day. But as far as like my teachers being able to do anything sooner. I don't really know 
what they could have done really, unless I like had a really good relationship with them which I 
didn't really have a good relationship with any of my teachers in seventh grade, or had the 
relationship of maybe one in eighth grade. 
Speaker 4: I wish they had formed. Back in middle school when I'm in fifth grade I had started 
but it was by the end of the year, so I don't think they really have a chance to. But by the time I 
gone to school again, at sixth grade, I just wish my counselors would have understood and said, 




parents to try and get you on medication, you know, actually try and work with me instead of 
like, blaming my like, being of 10 or 11 year old self, you know, being like, it's your just 
hormones.  
Focus Group Presenter: And so instead of brushing it off, you wish they had taken you serious 
and said, Okay, this is what you're thinking then. Let's create this plan and then essentially bring 
back that collaborative piece with your parents.  
Speaker 4: Exactly.  
Speaker 2: I wish that they would have been more understanding like if I needed to leave class 
or maybe I needed to sit by the door just so that I wouldn't interrupt class I needed to leave 
maybe I was getting overheated anxious, whatever it was that I needed breaks that kind of stuff. 
Speaker 5: I mean, I think for my case, or my problem wasn't really like when I was in the 
classroom, really, it was more like the fact that I never even made it to the classroom. I don't 
really think my teachers that I had Could have really done much to help me with x. I was never 
even there for them to help me. 
Focus Group Presenter (17:49): Q3 What supports or aid were you provided to support your 
needs?  
Speaker 1: Um, for me, it's a little complicated because I did have an IEP that did provide me 
with a second teacher. But um, I got a flash pass. And that was around that very end before I left 
Blair. Um, and that was about, um, you know, and I got to see the psychiatrist knows it. 
apartment. I didn't even have any of that I just had the seeing the social worker once a week.  
Speaker 3 (18:36): In middle school, I had home and hospital services. And then that was also 
maybe six or seventh grade as when I got my piece and then all of those other services circulated 
and implemented, like the accommodation sort of stuff. And then in high school, they were 
talking about accommodations.  
Speaker 2  (19:15): I did IIS, I didn't want to notice from hospital in the month ago, this is online 
classes work for me. But I did have a lot of Mona a lot. Like when I was taking two classes, 
those two teachers would come to my house, not the teachers themselves, but the is. And they 
would teach me and that was really good for me. And, you know, while they couldn't get to 
school, so that helped.  
Focus Group Proctor: Q4 What caused you to feel that you could no longer be successful in 
the school settings? If there was times or periods where you were not going to school? What was 
it that that was kind of that final? And there's no right or wrong to this. And if you're not sure, 
you can say I have no idea. But I'm, if you can pinpoint any time that you weren't going kind of 
what your last straw was. 
Speaker 2: I just got so nervous, so anxious that it wasn't worth it for me to put myself through 
it. I felt like, nobody was understanding the way I learned. Nobody understood. What I was 




really hard for me. And I didn't know if I was working harder than I should have been. And I 
would just say would be stressful for me. 
Focus Group Proctor: Anyone else have a period of time where you stopped going to school, 
what was that factor? That was finally like, I just, I, this is what's putting me over the edge. Like, 
I can't go to school because of this reason right now. 
Speaker 4: when I stopped going to school, I was in high school, um, you know, every now and 
then middle school. In high school, I stopped going to school because I just felt like, everyone 
there was going to hurt me, like, emotionally, I felt like I was going to be bullied. Because I did 
have a huge bullying issue at both schools. Well, all schools I've ever actually been to, um, had 
some issues. And I also thought that like, it was just not worth it. You know, like, what's the 
point of doing this, I'm not going to be able live eventually. I was like, you know, they just killed 
myself. I was like, I'm gonna just gonna kill myself. What? Why? Why do all the stupid work 
you don't live in? So that's kind of what made me be like, Okay, I'm not gonna go to school. 
Focus Group Proctor: Q5 So what is one thing you think schools could do differently? For 
students who start to display signs of needing more social emotional support. 
Speaker 3: Now, I feel like they need to instantly if someone if a student says, I'm having this 
happen, they need to instantly jump on that, like, shouldn't just push it off and be like, Oh, you're 
just going through, like a rough patch, you're going to get better soon, they need to instantly talk 
to the parents about strategies on, you know, maybe show them to a therapist, if students been 
showing it for a prolonged amount of time. That should definitely show them to a psychologist to 
maybe get them diagnosis something and get them educated. You know, medication should be 
the first option, it still should be an option, especially if, you know, the students been showing 
this sign for a while. 
Speaker 5: I wish my school had helped me connect with a therapist outside of school. I never 
liked the one my Mom and Dad made me go to, because, like, they were paying for it, so I just 
felt like the person was talking to me because they were being payed to and not because they 
wanted to.  
Speaker 4: I agree. I think that I think the teachers and the faculty in the school the minute they 
said they should contact parents, but then also beyond that, they should contact the other teachers 
that students involved with this. 
Focus Group Proctor: Q6 What's one thing you wish your teachers had done when you first 
started to show signs of academic struggles, because I'm imagining at some point in time, the 
social emotional aspects started to impact you academically. So what something you teachers 
had done to support you academically? 
Speaker 2: Distractions, really, I would just be so anxious, I would already be like, distracted by 
myself and all my thoughts, let alone everything around. 
Speaker 1: Me, I already had a bunch of stuff on my IV, but once it was emotional stuff, I feel 




For example, I had a panic attack on my theatre teacher was trying to make me sing. And I was 
already anxious that day, you know, and I have a slight fear of singing in front of people, 
depending on like the song and stuff. And none of it was songs that was comfortable with and I 
had a panic attack. And such he yelled at me and was telling me it was my fault. And I feel like 
teachers, when they see students are like having issues like that. They should maybe his students, 
like I can't do this, they give them an altar arms, Diamond, instead of like yelling at them for not 
being able to do the assignment. 
Focus Group Proctor (24:30): Q7 Last question. How much time do you think went by between 
when you first started to have feelings related to needing more social emotional support, and a 
teacher or staff member really recognized that there needed good to be some supports given to 
you? 
Speaker 4: Well, I know for me, it was a few years because I'm, you know, all of middle school, 
so at least three years, because I didn't get any formal support for my emotional needs back then. 
Even though my friends did. But it was during then, because I also had, you know, my parents 
are different than my friends, parents, you know, but I'm, for staff, I feel like the only people that 
really recognized it was like, around ninth or 10th grade when I started to get my 
accommodations that even though it wasn't like now. 
Focus Group Proctor: Why do you feel like your friends got caught up? But you didn’t? What 
was what did that look like?  
Speaker 4: I had this one friend, her name was Amy, and you've been depressed since 
kindergarten, or even beforehand, and you know, she had tried killing yourself and to. And so it 
was a she was a lot more of a shower. And than I was when it came to my depression, she would 
like outwardly, like, try to kill herself constantly. Versus me. And then another friend of mine 
had a therapist, parent. So she already knew what was going on. And you know, it was different 
in that sense. 
Focus Group Speaker (25:54): So you feel like because you what you were going through was 
more internal and happening inside of you. People aren't recognizing it. 
Speaker 4: Like, I mean, I know that my health teacher taking it seriously. My health teacher 
probably in middle school was the only person I actually recognized that someone was wrong, 
and I needed help. But the problem was that she was like, Yeah, I can't really do any thing or 
school policy says x, y, z. I don't even remember exactly. But also, she was like, she said, I was I 
recommend you go to a therapist, but she couldn't tell me anything to do. And she can give me 
coping strategies, and she wasn't allowed to call your parents. Oh, no. Yeah. Only the counselors 
were allowed to call your parents. 
Focus Group Proctor: Did she refer you to the counselor? 
Speaker 4: Yeah, but the counselors in my counselors at my school are really bad in that sense. 
And a lot of other senses. We had this one time, a kid who had he had us a higher functioning 
autistic kid, but you he didn't understand some of my friends boundaries. And he would, it came 




trouble, even though we had been complaining to the counselors for all of our years of middle 
school, that this kid was like, being rude to us. And it was like, you know, eighth grade, and she 
just broke and our counselors did nothing. And our counselors did nothing. When kids were like, 
threatening stuff. The only time our counselors did do something was like, if there was like, like 
physical like school shooting threats, or there was this bomb threat. I remember that they actually 
took that serious but that was about it. 
Speaker 3: So I don't think that anybody in the school system really recognized anything. I think 
it was definitely my parents were okay. Since I I will get my more internalized of what at home I 
was able to work out they were able to see more there with me all the time. I don't think anybody 
in school ever really noticed anything.  
Focus Group Proctor: Would you say that you feel like you were definitely displaying stuff 
that somebody should have picked up on or should have been aware of? 
Speaker 1: I think so I was a pretty shy person, but it just continued to go down downwards. 
Focus Group Proctor: So you think someone should have been like, hey, yeah, this is more 
than something small and if someone were paying attention and knew what to look for, they 
probably would have known something was there.  
Speaker 2: I think so.   
Focus Group Proctor (28:34): Well, before we end this, is there any last comment you want to 
make regarding this, anything that I didn't ask that you think is important? As far as the theme of 
what we talked about? Or things that you think educators, schools, policymakers, anybody 
should know about what it's like to be a student who is impacted by a social emotional need and 
how it can be hard to be successful in school when your needs aren't being met? 
Speaker 1: First off with my old school, feel like there's two things with them. I feel like they 
really should give permission to teachers, to be able to give advice to students are reaching out 
because no one's going to reach out to your counselors, if they're going to just tell you to, you 
know, walk the other way. And secondly, I feel like they shouldn't deny student from being able 
to verbalize what they're feeling because they would tell me when I was like, I'm depressed, I 
would say, use another word, because in the end, depression, isn't you just being blue. There's 
other parts to it too. And I feel like they should be able to allow us to say words, you know, that's 
another thing. It makes you really internalize, oh, I'm not really depressed. I'm just XYZ, you 
know, but in reality you are. And another thing I would say is that, if a student is like, grappling 
with also like, both anxiety and depression, you should, like, separate the two and a certain sense 
because I didn't get my anxiety at all address. It was really only my depression that was 
addressed.  
Speaker 2: I agree in the sense that sometimes they'll like but something to decide when it's 
maybe just as important. Like anxiety, depression or something. 
Focus Group Presenter (31:09) Thank you guys so much for participating in this. This is very 





Health Services and Counseling, Psychological, and Social Services 
Table 7.4. Significant trends over time1 in the percentage of districts with specific health services and counseling, 
psychological, and social services policies and practices, SHPPS 2000, 2006, 2012, and 2016 
Policy or practice 2000 2006 2012 2016 Trend 
Counseling, psychological, or social services staff worked on counseling, psychological, or social services activities 
with district-level: 
Health education staff 45.3 59.9 57.3 65.7 Increased 
Health services staff 50.7 58.8 62.6 81.1 Increased 
Nutrition services staff 11.2 39.3 37.6 51.5 Increased 
Physical education staff 32.4 41.7 46.8 57.6 Increased 
Requires schools to create and maintain student support teams NA NA 80.1 69.4 Decreased 
Requires school counseling, psychological, or social services staff to 
participate in the development of Individualized Health Plans when 
indicated 
38.5 58.6 57.2 69.3 Increased 
Requires a newly hired school counselor to have as minimum education 
level: 
     
Undergraduate degree in counseling NA NA 15.2 26.5 Increased 
Master's degree in counseling NA NA 70.7 53.7 Decreased 
Requires a newly hired school psychologist to have an undergraduate 
degree in psychology NA NA 4.6 12.8 Increased 
Requires school counseling, psychological, or social services staff to earn 
continuing education credits on counseling, psychological, or social 
services topics 
NA NA 51.4 64.6 Increased 
 
  
Has arrangements with other sites not on school property to provide:      
Case management for students with emotional or behavioral 
problems 
NA 46.9 48.1 29.3 Decreased 
Comprehensive assessment or intake evaluation 40.4 40.6 42.4 25.4 Decreased 
Counseling for emotional or behavioral disorders (e.g., anxiety, 
depression, or ADHD) NA 47.4 44.1 27.4 Decreased 
Crisis intervention for personal problems 49.1 51.2 42.0 28.1 Decreased 
Family counseling 41.7 39.2 39.4 21.2 Decreased 
Group counseling 37.3 35.7 34.7 20.8 Decreased 
Identification of emotional or behavioral disorders (e.g., anxiety, 
depression, or ADHD) NA 48.0 41.8 25.6 Decreased 
Individual counseling 49.0 47.4 48.8 31.1 Decreased 
Self-help or support groups 32.1 30.0 28.0 18.4 Decreased 
Suicide prevention 
 




Policy or practice 2000 2006 2012 2016 Trend 
Requires schools at each level to have a specified ratio of counselors to 
students: 
     
Elementary schools NA NA 26.4 16.2 Decreased 
Middle schools NA NA 28.1 16.8 Decreased 
High schools NA NA 32.0 19.8 Decreased 
 
Provided funding for professional development or offered professional development to counseling, psychological, 
or social services staff on the following topics:2 
Peer counseling or mediation 56.6 56.1 45.2 41.4 Decreased 
Student support teams NA NA 60.7 47.2 Decreased 
Has someone in the district who oversees or coordinates counseling, 
psychological, or social services 62.6 71.9 63.1 79.5 Increased 
Employee wellness      
Requires each school to have someone to oversee or coordinate 
employee wellness programs NA 18.0 15.7 30.6 Increased 
Provided funding for health risk appraisals or offered health risk 
appraisals for employees3 NA 12.3 25.9 40.6 Increased 
NA = Data not available. 
1 Significant linear trends based on regression analyses with all years of available data. Trends are presented if p < .01 and the 
difference between the two endpoints (2000 and 2016, 2006 and 2016, or 2012 and 2016) was greater than 10 percentage points or a factor 
of 2. 
2 During the 2 years before the study.  
3 During the 12 months before the study. 
 
Healthy and Safe School Environment  (includes Social and Emotional Climate) 
 
Table 7.5. Significant trends over time1 in the percentage of districts with specific school environment policies 
and practices, SHPPS 2000, 2006, 2012, and 2016 
Policy or practice     2000   2006  2012   2016      Trend 
Violence prevention     
 
Prohibits electronic aggression or cyber-bullying that interferes with the 
educational environment5                                                                                                                                                 NA 
NA 82.0 93.2 Increased 
                     Injury prevention and safety     
Requires inspection or maintenance of 
smoke alarms 
                   72.2 89.8 91.6 91.0 Increased 
Requires students to wear appropriate protective gear when engaged in 
classes such as wood shop or metal shop 86.6 83.1 72.4 73.5 Decreased 
Requires students to use hearing protection devices during classes or 
activities where they are exposed to potentially unsafe noise levels NA NA 47.5 61.3 Increased 
Crisis prevention, response, and recovery      
Ever used any materials from the U.S. Department of Education to develop 
policies or plans related to crisis preparedness, response, and recovery NA 85.9 73.8 71.8 Decreased 
Worked with a local mental health or social services agency to develop their 




Evaluated or assessed district’s crisis preparedness, 
response, and recovery plan6,7            NA    74.6 74.2 85.3 Increased 
School health coordination 
Provided funding for professional development or offered professional development for school faculty and staff on how to 
implement schoolwide policies and programs related to: 
Alcohol use prevention NA 73.3 62.8 58.9 Decreased 
Illegal drug use prevention NA 76.7 64.9 63.8 Decreased 
Tobacco use prevention NA 70.0 58.8 56.7 Decreased 
Had one or more district-level councils, committees, or teams that 
addressed8 
     
Alcohol or other drug use prevention NA 86.1 84.6 69.6 Decreased 
HIV prevention NA 66.1 64.2 49.2 Decreased 
Management of foodborne illnesses NA NA 64.6 52.4 Decreased 
Management of infectious diseases (e.g., influenza)  NA NA 78.1 64.3 Decreased 
Tobacco use prevention NA 84.2 82.5 70.6 Decreased 
Had one or more school health councils that included representatives 
from8 
     
School maintenance staff NA NA 59.4 46.5 Decreased 
School mental health or social services staff NA 57.4 66.4 70.1 Increased 
School transportation staff NA NA 48.3 35.6 Decreased 
Students NA 74.4 64.3 56.0 Decreased 
Provided any funding or offered to help schools establish a school health 
council, committee, or team9 42.9 50.5 39.4 30.7 Decreased 
NA = Data not available. 
1 Significant linear trends based on regression analyses with all years of available data. Trends are presented if p < .01 and the 
difference between the two endpoints (2000 and 2016, 2006 and 2016, or 2012 and 2016) was greater than 10 percentage points or a factor 
of 2. 
2 Inside or outside school building.  
3 Does not include the use of smart phones, tablets, or computers for educational purposes. 
4 Among districts that do not require school uniforms. 
5 Even if it does not occur on school property or at school-sponsored events. 
6 Among the 95.9% districts with either a district-level plan or a requirement for schools to have a plan. 
7 During the 12 months before the study. 
Among the districts with a district-level school health council, committee, or team.9 During the 2 years before the study. 
 
 





TEACH Mental Health Literacy Curriculum Pre-Post-test Survey 
Instructions: for each of questions 1-30, please respond by selecting ‘True’ or ‘False’. Mental illness here refers to 
conditions for which an individual would be seen by a psychiatrist or other mental health professional. 
 True False 
1. A phobia is an intense fear about something that might be harmful (such as heights, 
snakes, etc.)   
2.  Useful interventions for adolescent mental disorders include BOTH psychological 
and pharmacological treatment.   
3. Mental distress can occur in someone who has a mental disorder   
4. Stigma against the mentally ill is uncommon in State USA.   
5. Substance abuse is commonly paired with a mental disorder.   
6. The most common mental disorders in teenage girls are eating disorders.   
7. The stresses of being a teenager are a major factor leading to adolescent suicide   
8. Three of the strongest risk factors for teen suicide are: romantic breakup, conflict 
with parents, and school failure.   
9. Schizophrenia is a split personality.   
10. A depressed mood that includes a drop in school grades and lasts for a month or 
longer in a teenager is very common and should not be confused with a clinical 
Depression that may require professional help. 
  
11.  A Generalized Anxiety Disorder usually arises from being burned out by stressful 
events.   
12. Diet, exercise and establishing a regular sleep cycle are all effective treatments for 
many mental disorders in teenagers.   
13. Anorexia nervosa is very common in teenage girls.   
14. Bipolar Disorder is another name for manic depressive illness.   
15. Bipolar Disorder is another name for manic depressive illness.   
16. Obsessions are thoughts that are unwanted and known to be incorrect.   
17. Serotonin is a liver chemical that helps control appetite.   
18. Mental disorders may affect between 15-20 percent of Americans.   




20. Depression affects about 2 percent of people in North America.   
21. A psychiatrist is a medical doctor who specializes in treating people who have a 
mental illness.   
22. Attention Deficit Hyperactivity Disorder (ADHD) is equally common in boys and 
girls.   
23. A hallucination is defined as a sound that comes from nowhere.   
24. Panic Disorder is a type of Anxiety Disorder.   
25. Medications called “anti-psychotics” are helpful in treating some of the symptoms 
of Schizophrenia   
26. A delusion is defined as seeing something that is not real.   
27. Lack of pleasure, hopelessness and fatigue can all be symptoms of a clinical 
Depression.   
28. Nobody with Schizophrenia ever recovers to the point where they can live a 
positive life.   
29. People with Mania may experience strange feelings of grandiosity.   
30. Mental disorders are psychological problems that are often caused by poor 
nutrition.   


















Devaluation of Consumers Scale 
This survey is designed to find out about your attitudes toward the statement. Please read each item and use the 
following 7-point scale to indicate the degree to which you feel the statement is true for you. Please select only one 
answer for each statement. 
Please indicate how much you agree or disagree with the following statements. 
Response Choices:  Strongly Disagree (7); Disagree; (6); Somewhat Disagree, (5); Neither Agree or Disagree (4); 
Somewhat Agree (3); Agree (2); Strongly Agree (1). 
 









1.  Most people who have a mental illness are dangerous and violent. 7  6  5  4  3  2 1    
2.  I would be willing to have a person with a mental illness at my school. 7  6  5  4  3  2 1    
3.  It is easy to tell when someone has a mental illness because they usually act in a strange or 
bizarre way. 
7  6  5  4  3  2 1    
4.  A mentally ill person should not be able to vote in an election. 7  6  5  4  3  2 1    
5.  Most people with a mental illness can have a good job and a successful and fulfilling life. 7  6  5  4  3  2 1    
6.  I would be happy to have a person with a mental illness become a close friend. 7  6  5  4  3  2 1    
7.  Mental illness is usually a consequence of bad parenting or poor family environment. 7  6  5  4  3  2 1    





Overall Satisfaction Survey 
Please respond to each item by circling the number which best describes your opinion (1=poor; 5=excellent). 
B. Impact on Professional Practice Poor Average Excellent 
1. This activity enhanced the educator’s/school leader’s 
content knowledge in the area of certification.  1 2 3 4 5 
2. This activity increased the educator’s teaching skills 
based on research of effective practice. 1 2 3 4 5 
3. This activity increased the school’s application skills 
based on research of effective practice. 1 2 3 4 5 
4. This activity provided information on a variety of mental 
health topics. 1 2 3 4 5 
5. This activity provided skills needed to analyze and use 
data in decision making for instruction or at all levels of the 
school system. 
1 2 3 4 5 
6. This activity empowered participants to work effectively 
with parents and community partners to engage other to 
pursue excellence in learning. 
1 2 3 4 5 
7. This activity provided the participants the knowledge and 
skills to think strategically and understand student mental 
health needs. 
1 2 3 4 5 
8. This activity enhanced the participant’s professional 
growth and deepened your reflection and self-assessment 
of exemplary practices. 
1 2 3 4 5 
A. Participant Satisfaction Poor Average Excellent 
1. Course/Activity was well organized   1 2 3 4 5 
2. Course/Activity objectives were clearly stated. 
1 2 3 4 5 
3. Course/Activity assignments were relevant to 
Course/Activity objectives. 1 2 3 4 5 
  4. All necessary materials/equipment/resources were 




C. Comments  
Please take a few moments to respond to the following questions. Your answers will greatly assist us in determining how 
to improve in-service course offerings. 
1. How did this workshop relate to your job, and in what 
way(s) has it caused you to review your job or training 
activities? 
 
2. What new ideas have you gained and how do you plan to 
implement these new ideas in your job or training capacity?  
3. What information was of great value to you? 
 
4. What specific suggestions do you have to improve this 
activity?  
5. What do you feel is you level of engagement with the 
material in relation to the time spent participating in the 
training? 
 



































DEMOGRAPHIC INFORMATION: TEACHER 
Please check the appropriate response or fill in the blank with the appropriate answer-






___ 46- 55 
___ 56 & 
Older 
 












4. How many years 
have you been 
teaching? 
 
___ 1 to 3 years 
___ 4 to 5 years 
___ 6 to 9 years 
___ 10 years or more 
5. Have you previously 
participated in any 
professional 
development focused 








Recruitment Materials/Scripts: (E-mail Letter) 
 
Dear Potential Participant,  
  
My name is Kristen Eccleston and I am a Doctoral Candidate of Education in the School of 
Education at Johns Hopkins University. As part of a research project, I will be overseeing virtual 
professional development sessions that will provide in depth information about adolescent 
mental health needs in the education setting. The professional development will be provided over 
a series of seven self-paced modules via an online classroom format and can be completed 
during a time that works for your schedule.  
  
Participation in this study is voluntary. If you choose to participant in my study, you will be 
provided support and materials that will aid you in working with students displaying and 
diagnosed with mental health needs. Please know that you may discontinue your participation in 
the project at any time. If you decide not to participate, there are no penalties and you will not 
lose any benefits to which you would otherwise be entitled.  
  
If you do choose to participate in the study, your participation will be completely confidential. 
Neither anyone reading the results of the study nor I will be able to identify you. Under this 
condition, you agree that any information obtained from this research may be used in any way 
thought best for publication or education.  
  
If you have questions or concerns about your participation in this study, you should first contact 
Kristen Eccleston at kcolli24@jhu.edu.  
  
If you choose to participate in this study, please use this link to sign-up and receive access to the 
professional development modules.  
  
Thank you for your time and consideration. Sincerely,  













JOHNS HOPKINS UNIVERSITY 
HOMEWOOD INSTITUTIONAL REVIEW BOARD (HIRB) 
RESEARCH PARTICIPANT INFORMED CONSENT FORM 
 
 
Study Title:  Strengthening Teacher Knowledge of Mental Health Disorders and 
Improving Teacher Attitudes Towards Adolescent Mental Health 
Needs  
 
Application No.: IRB Project - HIRB00011580  
 
Sponsor/Supporter/Funded By: Johns Hopkins University, School of 
Education 
 
Principal Investigator: Dr. Robert Ronau, Senior Advisor  





You are being asked to join a research study. Participation in this study is voluntary. 
Even if you decide to join now, you can change your mind later. 
 
1. Research Summary (Key Information): 
The information in this section is intended to be an introduction to the study only.  
Complete details of the study are listed in the sections below. If you are considering 
participation in the study, the entire document should be discussed with you before you 
make your final decision.  You can ask questions about the study now and at any time in 
the future. 
 
Implementation of the TEACH Mental Health Literacy program is being performed with 
the goal of increasing teacher mental health knowledge, leading to early identification 
and knowledge of intervention resources for students displaying mental health needs in 
the education setting. 
 
2. Why is this research being done? 
This research is being done to provide secondary teachers access to virtual professional 
development that addresses their knowledge and attitudes towards students with 




determine if participant results demonstrate achievement in the TEACH Mental Health 
Literacy programs objectives. Analysis of participant data will be completed to determine 
if steps to improve the program are necessary during future implementation. 
 
The participant population are certified secondary teachers within Omitted County Public 
Schools. All Participants must hold a valid secondary (middle/high school) teaching 
certificate. Participants will include full and part-time staff, and include general 
education, special education, and specialist teachers. Also, participants will include both 
males and females and represent a wide range of teaching experience. Recruitment will 
occur through e-mail sent to the participants’ school e-mail address. A standard script 
will be sent to all eligible participants. 
 
We anticipate that approximately 80 people will participate in this study.  
 
3. What will happen if you join this study? 
If you agree to be in this study, we will ask you to do the following things: 
 
Participants will participate in one introductory module and six self-paced virtual 
professional development (PD) modules, focused on adolescent mental health.  
 
Prior to participation in the modules participants will be asked to complete an online pre-
test regarding mental health knowledge in early February 2021 and again shortly after the 
conclusion of the PD sessions in March 2021. This pre-test and post-test is identical and 
will analyze changes in data prior to and after participation in the study. The true/false 
survey will take about 10-15 minutes to complete. 
 
Participants will also be asked to complete a short eight item Devaluation of Consumer 
Likert scale exploring attitudes related to mental illness. Completion of this identical 
survey will take place prior to and after the PD sessions and will take about 5-8 minutes 
to complete. 
 
A professional development survey for educators’ questionnaires will be provided to 
participants at the end of the PD training, requesting feedback about thoughts and 
experiences with engagement with the PD activities. The survey includes both Likert 
scale and open-ended responses. The questionnaire should only take 10-20 minutes to 
complete.  
 
How long will you be in the study? 
Participation in this study is self-paced. However, participants will have access to the 
study from February 2021 until March 19, 2021. 
 
4. What are the risks or discomforts of the study? 
The risks associated with participation in this study are no greater than those encountered 
in daily life. However, you may experience being tired or bored when you are completing 






5. Are there benefits to being in the study? 
Benefits to the participant may include increased awareness of adolescent mental health 
needs and the ability to identify and direct concerns associated with adolescent mental 
health needs that may arise in their professional context.  
Benefits to others that may be reasonably expected from the research include earlier 
identification and access to mental health resources and supports for students displaying 
undocumented mental health needs in the education setting. 
 
This study may benefit society if the results lead to a better understanding of signs and 





6. What are your options if you do not want to be in the study? 
Your participation in this study is entirely voluntary. You choose whether to participate. 
If you decide not to participate, there are no penalties, and you will not lose any benefits 
to which you would otherwise be entitled. 
 
If you choose to participate in the study, you can stop your participation at any time, 
without any penalty or loss of benefits. If you decide not to participate, there are no 
penalties, and you will not lose any benefits to which you would otherwise be entitled.  
 
Participation in the Mental Health First Aid Training provided to omitted public school 
educators via PDO may also provide you the benefits of participating in this study. 
However, opportunities to provide feedback and shape the delivery of the course is not 
offered through PDO. 
 
7. Will it cost you anything to be in this study?   
No. 
 
8. Will you be paid if you join this study? 
No. 
 
9. Can you leave the study early? 
• You can agree to be in the study now and change your mind later, without any 
penalty or loss of benefits. 
• If you wish to stop, please tell us right away. 
• If you want to withdraw from the study, please notify the Student Investigator 
(Kristen Eccleston) via telephone at 240-286-7125 and provide your participant 
identification number you were assigned at the start of the study.   
 
10. Why might we take you out of the study early?  
You may be taken out of the study if: 




• You fail to follow instructions. 
• The study is cancelled. 
• There may be other reasons to take you out of the study that we do not know at 
this time.  
 
If you are taken out of the study early, Johns Hopkins may use the information that has 
already been collected if the information is needed for this study or any follow-up 
activities. 
 
11. How will the confidentiality of your biospecimens and/or data be 
protected?  
Any study records that identify you will be kept confidential to the extent possible by 
law. The records from your participation may be reviewed by people responsible for 
making sure that research is done properly, including members of the Johns Hopkins 
University Homewood Institutional Review Board and officials from government 
agencies such as the National Institutes of Health and the Office for Human Research 
Protections. (All of these people are required to keep your identity confidential.) 
Otherwise, records that identify you will be available only to people working on the 
study, unless you give permission for other people to see the records. 
Participants in the study will be enrolled by the student investigator into the virtual 
classroom. Participants will not have a need to interact with one another and will not be 
able to see other participants in the study. Overall information from the study will be filed 
and locked on a private computer device that requires description coding to access. 
Participants will need to use their omitted public schools employee log in information in 
order to access the study’s virtual training site.  
 
12. What other things should you know about this research study? 
 
What is the Institutional Review Board (IRB) and how does it protect you?  
This study has been reviewed by an Institutional Review Board (IRB), a group of people 
that reviews human research studies. The IRB can help you if you have questions about 
your rights as a research participant or if you have other questions, concerns or 




What should you do if you have questions about the study?  
Call the student investigator, Kristen Eccleston at 249-287-7125. If you wish, you may 
contact the student investigator by letter. The address is on page one of this consent form. 
If you cannot reach the student investigator or wish to talk to someone else, call the IRB 
office at 410-516-5680.   
 
You can ask questions about this research study now or at any time during the study, by 




If you have questions about your rights as a research participant or feel that you have not 
been treated fairly, please call the Homewood Institutional Review Board at Johns 
Hopkins University at (410) 516-6580. 
 
13. What does your signature on this consent form mean?  
Your signature on this form means that: You understand the information given to you in 
this form, you accept the provisions in the form, and you agree to join the study. You will 
not give up any legal rights by signing this consent form.  
 





Signature of Participant      (Print Name)     









NOTE: A COPY OF THE SIGNED, DATED CONSENT FORM MUST BE KEPT BY THE PRINCIPAL 
INVESTIGATOR; A COPY MUST BE GIVEN TO THE PARTICIPANT.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
